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* PRESUMABLY infants begin life with health; 

unfortunately this is not true in every in- 
stance, for some of the determining factors which 
may be unfavorable are transmitted from parents 
to offspring. Also, after conception has taken 
place the fetus is susceptible to influences during 
intra-uterine life, which may result in an un- 
healthy infant. Again, the process of birth is 
attended by hazards which may prevent the in- 
fant from having a fair start in extra-uterine life. 
Heredity is a fascinating study with implications 
which would carry us far afield. There are a 
few diseases which are definitely hereditary and 
the physician may be called upon to advise young 
married couples concerning the advisability of 
their having children. In regard to hemophilia 
and a few other diseases, the answer can be defi- 
nite, but for conditions such as blindness and the 
degenerative nervous and muscular disorders it 
is more difficult to be specific. Prenatal care and 
obstetrical procedures are outside the main course 
of our discussion this morning but have a direct 
and significant bearing upon the health of infants 


—. 


*From a paper read at the meeting of the Michigan State 
Medica! Society, Grand Rapids, September 22, 1939. 
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and children. We cannot prevent nor control the 
congenital anomalies which depend upon an ab- 
normal developmental process. We can prevent 
in nearly every instance the infection of the fetus 
with syphilis if the infected mother is given ade- 
quate treatment beginning in the early months 
of pregnancy. It is possible also to conduct all 
confinements so that injuries to mother and in- 
fant will be infrequent. Great advances have 
been made in recent years in obstetrical practice. 
The neglect to utilize fully our present knowledge 
may inflict a handicap upon the newborn infant 
so great that no amount of postnatal.care can es- 
tablish health. 


Assuming that an infant is born at term with- 
out hereditary, prenatal or birth handicaps, what 
can be done to preserve his health? 


Growth and Development 


The most striking characteristics of childhood 
is change. Conditions which are normal in in- 
fancy may be distinctly abnormal if present in 
older children. The orderly sequence of the 
processes of growth and development traces a 
pattern which the child follows from birth to 
maturity. This does not mean that there is a 
mold for each age into which every child must 
fit but it indicates that each child’s pattern of 
growth and development proceeds in an orderly 
fashion except as this is modified by intrinsic and 
extrinsic factors, many of which are within our 
control. It is the observation of this pattern and 
the exercise of control over the modifying fac- 
tors which constitute the responsibility and the 
opportunity of the physician in relation to the hy- 
giene of infants and children. 


Growth means increase in size; development 
implies differentiation. Although these two proc- 
esses are distinct and each is important, they take 
place simultaneously in the body but at different 
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rates. The various systems of the body grow and 
develop, each according to an individual pattern. 
The sum total of these patterns constitutes the 
growth and development of the body as a whole. 
Because each system has its own pattern age dif- 
ferences are of great importance. For instance, 
the nervous system grows and develops very rap- 
idly in infancy; at 5 years of age the brain has 
reached 95 per cent of its adult size and many of 
the functions dependent upon development have 
progressed to an advanced stage. The three-year- 
old child can see acutely and hear accurately, can 
talk and understand. The lymphoid tissue in- 
creases at a fairly uniform rate up to about the 
eighth year of life, then remains at a constant 
level until about the twelfth year and then retro- 
gresses. This fact has a practical application in 
forming a judgment as to whether tonsillectomy 
should be recommended. The heart is larger at 
birth in relation to the whole body than in adult 
life; its rate of growth is slow throughout child- 
hood. This influences our advice in regard to 
exercise during the adolescent years when the 
circulatory system lags behind the growth of the 
body as a whole. The sex system is relatively 
quiescent during the first decade of life although 
recent studies indicate a much earlier beginning 
of activity than was formerly appreciated. The 
dramatic changes in physical characteristics and 
emotional reactions which take place coincidental 
with the growth and development of this system 
present many problems for the physician in deal- 
ing with the children themselves and with their 
parents. Other systems have their own patterns, 
but perhaps enough has been said to indicate the 
practical importance of knowledge of these mat- 
ters as a basis for the proper supervision of in- 
fants and children. 


Periodic Examinations 


The opportunity for the physician to supervise 
the growth and development of infants and chil- 
dren is provided through periodic health exami- 
nations. Experience has shown that these exami- 
nations should not be merely incidental by-prod- 
ucts of a visit made upon a patient who is ill. It 
is essential that there be time for leisurely con- 
sideration of health. Furthermore, when a child 
is sick the parent is not in a frame of mind to 
think about those matters which should be dis- 
cussed. During office hours, where patients are 
seen under pressure and without previous ap- 
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pointments, is also an unfavorable time for these 
examinations. Appointments should be made in 
advance with an ample allowance of time so that 
both the parent and the doctor will not be hur- 
ried and can feel free to devote the time neces- 
sary to discuss details, no matter how trivial. 
Many physicians have found it convenient to set 
aside one afternoon a week when mothers may 
bring their children for health examinations, 
During the first year of life the interval between 
these examinations should be one month, during 
the second year, three months, and during the 
remainder of childhood, six months. 

The health examination differs from the exam- 
ination of a sick child. In the periodic health 
examination one is concerned primarily in deter- 
mining the evidences of optimal growth and de- 
velopment or of deviations from the optimal, 
rather than for signs of disease. The health his- 
tory is of great importance. One desires to know 
specifically about the progress of growth and 
development, tracing from one period to another 
the child’s individual pattern, noting the orderly 
sequence in the various systems and in the body 
as a whole, and any significant deviations. One 
should know also about exposure to those fac- 
tors which exert an influence upon these patterns. 


A part of the time while the history is being 
taken it is desirable to have the child absent, 
for the emotional adjustments need careful 
consideration, and freedom in discussion is es- 
sential. The physical examination of the child 
should be careful and thorough. The physi- 
cian’s approach to the child must be friendly and 
gentle. It is difficult to secure reliable data if 
the child is frightened, crying and resistant. 
The order in which the various parts of the 
examination are made is determined by the 
reaction of the child to the different procedures. 


Those which are disliked, such as the use of 
tongue depresser, are best deferred till the last. 
In addition to the usual examination of the heart, 
lungs, abdomen, et cetera, special matters are in- 
vestigated. The height and weight should be 
noted. The general nutrition is estimated from a 
consideration of the condition of the skin, mu- 
cous membranes, tissue turgor and muscular 
strength. Body mechanics are judged by posture 
and the condition of the lower extremities and 
feet, and by watching the child during walking 
and activity. Much can be learned by allowing 
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the child to play about the office while a part of 
the history is being taken. The examination of 
the mouth includes a determination of occlusion 
of the jaws. Malocclusion is of more than an 
esthetic significance. It interferes with proper 
development of the face, particularly the superior 
maxilla and prevents good nasal breathing. Vi- 
sion should be tested before the child enters 
school. The use of Snellen charts does not con- 
stitute a sufficient examination. One thorough 
testing by a competent ophthalmologist of every 
child before entering school would determine 
whether he needed no further examinations or 
should be reéxamined at intervals or should wear 
glasses. Hearing is tested by the whisper or 
watch, and those children with any suspicion of 
deficiency referred for testing with an audi- 
ometer. 


The records of these health examinations 
should be such that the comparison of findings 
at different visits is facilitated. Some physicians 
find it helpful to use a printed form with check- 
ing of the various items. After the physician has 
completed the history and physical examination 
there should be a full discussion with the parent. 
The physician sees the child only at infrequent 
intervals and the benefit of this contact depends 
in large measure upon how successful he is in 
educating the parents in the care of their child. 
Education is often tedious and time-consuming. 
A nurse, especially trained in this field, can do 
much to supplement the advice of the doctor. 
She is a useful adjunct to the physician’s office 
and an essential member of the staff of a Child 
Health Conference. 


The more important factors which influence 
health, concerning which the physician seeks in- 
formation at the time of the periodic examina- 
tion, may be grouped into a few main categories: 
Food, Routine and Habits, Care of the Body, 


Environment, Emotional Adjustments and Dis- 
ease. 


Food 


Food is a factor of primary importance. Great 
advances have been made in our knowledge in 
the field of nutrition within the last few years. 
It is undoubtedly true that many children grew 
and developed normally before this knowledge 
was available—natural selection has served the 
human race well in the choice of food as it still 
Serves the undomesticated animals. Civilization, 
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however, has imposed obstacles to the successful 
operation of natural selection and many children 
have suffered in the past and some suffer today 
from the ill effects of a poor diet. Through ani- 
mal investigation, laboratory studies and clinical 
experimentation, the essential food requirements 
of the infant and child have been reasonably 
well established. Much more will certainly be 
discovered but we know enough now so that if 
this knowledge were universally applied no child 
need come to maturity with handicaps dependent 
upon improper feeding. Nature and the art of 
man have made available all the essentials for an 
adequate diet. It is obviously impossible in this 
brief discussion of hygiene to present in detail 
the proper diet for the infant and child at each 
age period. The exact articles of food to be rec- 
ommended vary widely according to geographic 
location and economic conditions, but the basic 
requirements of the diet remain constant within 
a range of individual variation whatever the place 
of residence and the social status of the child. 


Two major matters need consideration—the 
diet should contain all of the essential food ele- 
ments and these should be given in adequate 
amounts and in proper relationship to each 
other. The essential food elements are the 
same for every child—the articles in the diet 
from which they are derived will differ ac- 
cording to circumstances. 


The quantities of the elements needed 
by a particular infant or child will vary, 
depending upon individual factors. The 
physician’s task is to know what the es- 
sential food elements are, the requirements in 
relation to each element, and from what articles 
of food they may be derived. He can then make 
provision for a diet which supplies the elements 
in adequate amounts. The truth of the old say- 
ing, “You can lead a horse to water but you can’t 
make him drink,” has a direct bearing upon the 
feeding of children. Eating habits need consid- 
eration quite as much as the composition of the 
diet. Appetite is the natural response of the body 
to the need for food. This instinctive mechanism 
will function unless it is destroyed by faulty 
training or by disease. The fear that an infant 
will not take enough food leads many mothers to 
force feedings against the inclination of the in- 
fant. This almost invariably destroys the normal 
working of the physiologic processes and results 
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in faulty eating habits, which persist far beyond 
the period of infancy. ~ 


It is rarely, except in the presence of dis- 
ease or some abnormality, that an infant’s 
appetite is not a satisfactory guide to the 
amount of food which should be given. 


If quantities eaten are small, the qual- 
ity of the food may be modified so that the in- 
fant receives enough of the essential food ele- 
ments to progress normally according to pattern. 
Regularity of intervals, bodily comfort, freedom 
from environmental distractions, lack of nervous 
tension in the mother or nurse, and other mat- 
ters, contribute to the establishment of good eat- 
ing habits. These apparently small details are of 
major importance in the feeding of infants and 
set the stage for an easy or difficult history in 
the feeding record of the child. 


Routine 


Much has been written about the routine of 
infant and child care. There has been misunder- 
standing in the interpretation of what is meant 
by the term and too great emphasis has been 
placed upon rigidity and too little appreciation 
has been given to orderliness in contrast to hap- 
hazard procedure. The alteration of activity and 
rest and the orderly performance of the daily 
routine are conducive not only to healthy physical 
life but establish in the child a feeling of sta- 
bility in relation to his environment, which is es- 
sential to health. Rest and activity are comple- 
mentary to one another and should alternate in 
such a manner as to foster normal growth and 
development. It is difficult for adults to adjust 
their thinking on these matters to the level of 
childhood standards. Parents often fail to real- 
ize that sleep and exercise have a direct influence 
upon health. 


Sleep 


Sleep is essential for the continuance of life. 
Animals and human beings will die if deprived of 
sleep as surely as if deprived of food. Individual 
requirements for sleep vary but it is safe to say 
that there is little likelihood that infants and 
children will get too much sleep, and there is 
real danger to health if they get too little. The 
common deterrent in children to sufficient sleep 
is late bed-time—due to a late evening meal with 
the family, to too long a play-time after supper, 
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to radio programs, to following the practice of 
neighbors’ children, and to many other equally 
unconvincing reasons. Parents will frankly ad- 
mit in not a few instances that it is easier to let 
their children sit up beyond the proper bed hour 
than to have an unpleasant scene in overcoming 
the child’s resistance. This is an admission of 
faulty early training and that the physician’s edu- 
cation of the parents has been unsuccessful, 
Good sleeping habits like good eating habits be- 
gin in infancy. Orderliness establishes a routine 
which will persist beyond infancy unless broken 
by irregular interruption. Not only does this ap- 
ply to the long period of sleep at night but also 
to rest and sleep in the middle of the day. 


If the habit of breaking the day’s activity af- 
ter the mid-day meal is well established in the 
first two years of life it will persist up to 
school age, if it is taken for granted as a part 
of the day’s routine. Not all children will sleep 
at this time every day but a large number of 
them will sleep frequently if a quiet rest period 
is given. This desirable habit is more often in- 
terrupted at the parent’s suggestion than at the 
child’s, on the erroneous assumption that it in- 
terferes with sleep at night. It has been dem- 
onstrated conclusively that children who do 
not sleep in the middle of the day lose that 
much sleep in the twenty-four hours. 


We have spoken of habits in relation to eating 
and sleeping. So much of adult routine consists 
of habit performance that we forget that habits 
are acquired one by one during infancy and 
childhood. We start life with a clean habit slate 
but very early the grooves of action and thinking 
become so firmly established that modification is 
increasingly difficult. Bad habits become fixed as 
easily as good habits. In every aspect of the 
child’s life our endeavor is exercised to fix 


_those habits which are conducive to health and to 


avoid the beginning of habits which are detri- 
mental to health. 


Exercise 


Exercise is a fundamental requirement of 
health. The degree and form of physical activity 
needed by a particular individual vary within a 
wide range but some use of the muscular system 
is necessary for optimal bodily function. The 
muscles grow by steady increment throughout 
childhood but the different groups develop, each 
according to its own pattern. Use stimulates 
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muscular growth and strong muscles require 
strong bones for their attachments. The large 
muscles performing the coarser movements grow 
and develop earlier than the small muscles con- 
trolling the finely adjusted movements. Some 
groups of muscles receive stimulation without 
conscious effort, as for example, those in the legs 
by walking and running. Other groups need for 
their proper development and growth some delib- 
erate planning. This is particularly true of those 
muscle groups which perform the more delicate 
manipulations. 

It follows from what has been said that chil- 
dren need some assistance in directing their 
physical activity if well-rounded muscular growth 
is to be attained. And also that this activity 
should be graduated to the age of the child and 
the stage of muscular development. It is some- 
times difficult for the adult to realize how much 
exercise a child gets from activities which to 
them appear slight. If one watches thoughtfully 
an infant learning to walk, one may appreciate 
that he is expending a tremendous amount of 
energy in performing a process which to adults 
is automatic. Or count the steps that a small 
child takes in walking one hundred yards and 
calculate how far the adult would go in taking 
that number of steps. These simple observations 
illustrate the kind of reasoning which the physi- 
cian may use in talking to parents. The physician 
knows that muscular activity results in definite 
chemical changes in the body and that there are 
physiologic reactions associated with fatigue due 
to overactivity. This knowledge forms the basis 
for medical opinion in determining the amount of 
exercise which is desirable. Simple illustrations, 
however, will help the parent more than scientific 
facts. The implications of these suggestions con- 
cerning muscular activity are far-reaching. They 
carry over into sports, competitive athletics, and 
the wide range of recreational activities of the 
child, from piling blocks one upon the other to 
college football. 


The two principles to remember are the 
value of exercise in stimulating muscular 
growth and the necessity of adapting activity 
to the child’s developmental capacity. 


Environment 


The effect of the physical environment upon 
health requires a word of consideration. Most 
of the infant’s life and much of the older child’s 
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is spent in the home. Housing conditions are in- 
timately associated with economic status but how 
infrequently any consideration is given in se- 
lecting a home to its possible influence upon 
health. The beneficial effects of the sun’s rays 
are well known and fortunately widely appre- 
ciated. Congestion and overcrowding favor the 
spread of infectious disease and prevent freedom 
of activity. Country life has many advantages 
from the health viewpoint. These must be 
weighed against the limitations in educational and 
other opportunities. 


Mental Health 


Thus far we have spoken as if health were 
entirely a physical matter. We know, however, 
that the mind and the emotions are intimately 
and inseparably associated with physical bodily 
phenomena. It is impossible to define a clear 
line of demarcation between physical and men- 
tal health—they are only parts of the whole. In 
everything which has been said about the health 
history and examination, and about food, rest, 
environment and exercise, the mental and emo- 
tional connotations are of prime significance. 


The mental equipment or intelligence of the 
child is not within our control but the utiliza- 
tion of the given intelligence is susceptible to 
direction. 


The physician cannot claim to be an edu- 
cational expert but he should be familiar 
with present-day pedagogic conceptions if he is 
to exercise his full opportunity for the health of 
the child. We must remember that the school 
claims an increasing amount of the child’s waking 
hours as his age advances. This environment has 
many important effects on both the mind and the 
body of the child and upon his emotional adjust- 
ments to life. The physician can exert a health- 
ful influence upon the school life of the child 
if he is awake to the possibilities. 

The emotions play a major role in relation to 
health. Their influence begins in early infancy. 
Habits are closely associated with the emotional 
life. 


A feeling of stability in a relation to the 
outside world is an almost essential back- 
ground for satisfactory progress in growth and 
development. Uncertainty and fear act as de- 
terrents to health. 


All physicians cannot be psychiatrists but 
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every doctor appreciates the importance of 
psychologic factors in health. He can at- 
tempt to guide parents to lead their children 
along lines of sane emotional adjustments and 
to be alert to detect the early signs of maladjust- 
ments. A little wise counsel given early may 
avert serious catastrophes in late childhood and 
adult life. 


Summary 


Without discussing in detail the fundamental 
knowledge relating to growth and development 
there has been presented the method of approach 
to be used by the physician interested in the hy- 
giene of infants and children. It has been stated 
that fundamental knowledge on growth and de- 
velopment is available and that the physician 
must be familiar with it. It has been pointed out 
that a careful health history and periodic physical 
examinations furnish the starting point from 
which one proceeds in the practical application 
of this knowledge to the individual child. A few 
of the important factors which influence growth 
and development have been discussed in outline. 
Attention has been called to the intimate rela- 
tionship between the physical and emotional as- 
pects of health. 


The content of medical practice has changed 
remarkably in the last twenty-five years. Further 
changes are bound to take place in the future. 
Medical science is rapidly eliminating many dis- 
eases, the treatment of which formerly occupied 
a large part of the physician’s time. Diphtheria 
and the acute gastro-intestinal disturbances of in- 
fants have largely disappeared. Typhoid fever 
in many parts of the country is a rare disease. 
The death rate from tuberculosis is constantly 
falling. 


The physician of the future will devote 
less time to curative medicine and more to 
prevention. 


In the hygiene of infants and children 
there is an unmet need for medical practice. 
This field offers a great opportunity for service 
—calling for scientific training’ and keen judg- 
ment. If we cultivate this field with diligence 
and intelligence, future generations will rise up 
to call us “blessed.” 


66 Commonwealth Ave. 
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=" The medical profession, both general prac- 

titioners and specialists, seems to have 
rather suddenly acquired a certain “occiput 
posterior consciousness” and dread of this po- 
sition. Ill-advised attempts at delivery, even 
before the cervix is completely dilated, have 
resulted in stillbirths in rather alarming num- 
bers. This “fear” of occiput posterior has re- 
sulted in four intranatal stillbirths in this pres- 
ent series. Interference was undertaken by the 
physician with the cervix only about half di- 
lated and delivery was attempted by forceful 
traction with forceps extending over a period 
of one to three hours after which the patient 
was sent to our institution. 


I therefore attempted to analyze our ex- 
perience, but soon found that our diagnoses 
of position were not sufficiently accurate to 
permit a critical analysis. Reasonable care had 
been used in making these diagnoses, but there 


‘were too many instances where the examina- 


tion had been made by an intern and had not 
been checked by a more experienced observer. In 
other patients the attending man had arrived 
rather late and, because external rotation was to- 
ward the left, had decided that the presentation 
must have been O.L.A. In some cases the patient 
had arrived at the hospital rather late in labor 
with the cervix considerably dilated and the head 
at, or near, the pelvic floor. I therefore decided 





*Read at the annual meeting of the Michigan State Medical 
Society, Grand Rapids, Michigan, September 21, 1939. 
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that, if accurate statistics as to the incidence of 
occiput posterior were to be obtained, there must 
be a more rigid and clear-cut system for arriving 
at the proper diagnosis. I also realized that un- 
less we knew accurately the incidence of occiput 
posterior I could not come to a rational conclu- 
sion as to the results or proper methods of man- 
agement. I therefore started in 1933 to collect 
an accurate series of cases and have rigidly 
adhered to the following plan of diagnosis: 
(1) The diagnosis should be made, in addition 
to the usual abdominal palpation, by internal 
examination (rectal or vaginal) by careful pal- 
pation of the suture lines and fontanels; 
(2) The diagnosis of the intern should not be 
accepted unless checked by a more experienced 
observer; (3) The diagnosis should be made 
as early in labor as possible and should be 
checked repeatedly at intervals in the labor; 
(4) If, when the patient was first seen, the 
labor had progressed to complete dilatation 
and the presenting point was at, or near, the 
pelvic floor, no diagnosis except “unclassified 
cephalic” should be made. 


Since the inception of this plan I have a more 
accurate idea of the frequency of the various po- 
sitions than ever before. All errors in diagnosis 
have not been eliminated, of course, but I feel 
that the gross error in the present figures is prob- 
ably not greater than 5 per cent. It should be 
noted that of the total of 2,446 patients here re- 
ported, 131 are classified as “cephalic.” This in- 
cludes not only patients who were seen late in la- 
bor but also others upon whom the diagnosis has 
not been accurately made, either owing to a large 
caput or through paucity of examinations. It is 
thought that several of these were actually oc- 
ciput posterior, but the diagnosis could not be 
accurately established. 


One hundred eighty-five patients had diagnoses 
of brow, face, bregma, shoulder, breech or twins 
and therefore have been excluded from this dis- 
cussion of occiput presentations. This leaves a 
total of 2,130 occiput presentations in which the 
diagnoses were carefully made and therefore are 
considered reliable for accurate classification. In 
each instance the direction of the sagittal suture 
and the position of the posterior fontanel were 
recorded on the chart early in labor. In a vast 
majority of these cases this record was made 
previous to six centimeters dilatation. I have con- 
sidered as occiput anterior only those cases where 
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the sagittal suture was anterior to, or exactly in 
the transverse, and I have similarly designated 
as occiput posterior only those cases where the 
small fontanel was actually posterior to the trans- 
verse diameter of the pelvis. This classification 
is simpler than that more complex one where 
transverse positions are recognized and recorded, 
therefore making six groups instead of four.* 


Incidence of Positions 


The records since using this method of diag- 
nosis and plan of classification are as follows: 


TABLE I 
Ce Sree errr 939 Total 
TS scnrdinbisgenbes 702 
EMG: siscksessoeebane 326 2130 
CARRE, .dntececnceee 163 


These figures stand in sharp contrast with 
those reported by others. The right occipito-ante- 
rior position (O.D.A.) in this series is decidedly 
the least common position, instead of ranking 
next in frequency to the left occipito-anterior 
(O.L.A.) The left occipito-posterior position 
(O.L.P.) is much more common than previous- 
ly noted except in Dr. Vaux’s® series. Presenta- 
tion in the left oblique diameter occurred 489 
times, as against 1,641 cases in the right oblique 
diameter. This is in line with previous statements. 
The striking thing, however, is that there are 1,028 
cases of occiput posterior as against 1,102 cases 
of occiput anterior. In primiparas, occiput pos- 
terior actually occurred a few more times (687) 
than occiput anterior (677). From a strictly 
biological point of view it would hardly seem pos- 
sible that occiput posterior could be a very dis- 
tinct abnormality if it occurs with equal, or al- 
most equal, frequency with occiput anterior. It 
is my firm conviction that if diagnoses are made 
with the care indicated above occiput posterior 
will be found to occur with almost equal fre- 
quency with occiput anterior and that the four 
positions will occur roughly as follows: 


SR aii acca eee wate 5+ 
GES kins ccvauvieeees 4 
A A ae ee, 2 
CPI 5 ccccihoeuieerneae i 
TGR i oovcteutiale da wine eee 12+ 





*My cases were so recorded, however, that a_ classification 
into the anterior, transverse, and posterior is readily available 
and I offer it in the table below for purposes of comparison 
with other authors’ series. 


Primiparas Multiparas Total 
Cee hc cekonenweies 344 205 549 
a Bs Sr 214 98 312 
= en 100 36 136 
PE Sicaine ociewier anes 256 123 379 
CIE. 4.2400 ees ean as 165 78 243 
IE nsrescwsmeweues 44 25 69 


In a previous publication? I attempted to ex- 
plain this relative incidence on the basis that the 
presence of the rectum in the left posterior quad- 
rant of the pelvis tended to prevent the occur- 
rence of O.L.P. in about one-third of the cases 
where it might, otherwise, have occurred if gov- 
erned only by pure chance. I further stated 
that the presence of the bladder in the right 
anterior quadrant of the pelvis tended to pre- 
vent the occurrence of right occipito-anterior 
(O.D.A.) in about two-thirds of the instances 
where it might have occurred were no inhibiting 
factor present. Dextrotorsion of the uterus may 
also have something to do with the more frequent 
occurrence of presentations in the right oblique 
diameter of the pelvis. 


Fetal Mortality 


In the 2,130 cases in this series, there were 
seventy-seven fetal deaths. This figure includes 
antepartum deaths, as well as stillbirths and neo- 
natal deaths. This is a fetal mortality rate of 
3.6 per cent. In 1,102 occiput anteriors there 
were forty-eight fetal and newly born deaths, a 
rate of 4.3 per cent, whereas in 1,028 occiput pos- 
teriors twenty-nine babies were lost, a rate of 
2.8 per cent. Believing that occiput anterior is 
not actually more dangerous for the baby than is 
occiput posterior, I have tried to analyze this fe- 
tal mortality rate. By excluding antepartum 
deaths, I have the following figures: 


TABLE II 

Cases Deaths Rate 
Occiput anterior ...... 1084 30 2.8% 
Occiput posterior..... 1024 25 2.4% 


Among primiparas there were 677 occiput an- 
teriors with a loss of twenty-three babies, a rate 
of 3.4 per cent ; whereas in 687 occiput posteriors 
nineteen babies were lost, a rate of 2.8 per cent. 
If white primiparas only were considered, 518 
occiput anteriors with sixteen infant deaths 
showed a loss of 3.1 per cent. Twelve babies out 
of the 574 occiput posteriors were lost, giving a 
rate of 2.1 per cent, the lowest I have ever seen 
except that of Dr. Bill’s' privately conducted 
cases.* The slightly more favorable fetal mor- 
tality rate for occiput posterior as indicated by 
these figures would not necessarily be repeated in 
another similar series. We believe, however, that 


*This series is about four-fifths clinical and one-fifth private; 
about four-fifths white and one-fifth colored. 
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any properly conducted series of cases will not 
show a rate unfavorable to occiput posterior.* 


Maternal Morbidity 


I employed the American Committee on Ma- 
ternal Welfare standard for computing morbidity 
and found 147 of the 1,102 occiput anteriors ab- 
normal by this standard. This is a rate of 13.3 
per cent. The occiput posterior cases showed 
very similar figures: 146 out of 1,028, a rate of 
14.2 per cent. Occiput right posterior showed 
an identical rate with occiput left anterior. The 
O.L.P. cases had a somewhat higher rate, 15.6 
per cent. Whether this difference is enough to be 
significant would seem to be open to question. 
Among primiparas the difference is a little great- 
er: occiput anterior, 14.6; occiput posterior, 17.3, 
the occiput left posterior presentation being again 
responsible for the difference. This difference is 
not nearly so great as that between white and 
colored persons. The over-all-rate for 1,092 
white patients was 15 per cent; for the 272 col- 
ored patients, 19.9 per cent. If there is any in- 
creased morbidity incidental to occiput posterior, 
the difference is not great and it would seem to 
be of little practical importance.* 


Length of Labor 


Primiparas.—The average length of the first 
stage of labor for occiput anteriors was 108 
hours; for occiput posteriors 12.5 hours. This is 
a very definite difference, but considerably less 
than the figures usually quoted. Careful inspec- 
tion of these data further reveals that a large 
part of this difference in the averages is due to 
the fact that a first stage labor prolonged beyond 
twenty-four hours was more common in occiput 
posterior than in occiput anterior. Thirty-seven 





WUOROEIIES  ccccccsereccsenestegseres ccecccccosce 15 
Placenta Previa and Premature Separation.......-- 14 
eee ge Oe rete Cre 13 
IE avoViesesovcG noes ecerrcweseneeereaparececta 9 
MII) std cake cen diginacceeaateeletew sews ae Cae aae eee : 
Ce OO OTT OE ee : 
Prolapsed Cord ........ccccccscccccccccccccssssecs 2 
Miscellaneous and Unknown.........-+eeeeeeeeeres 14 

ee Ce ee ee ery ren 77 


*The types of morbidity in this series were as_ follows: 
- Pebvie No Diagnosis Extra Pelvic ~ 


Primiparas O.L.A. 9 39 35 73 
©.D.P 7 35 31 46 
O.L.P 7 14 35 16 
O.D.A. 0 6 10 3 

Multiparas O.L.A. 7 14 22 m1 
0.D.P 3 6 12 . 
5. P. 0 3 2 
O.D.A 1 


, 1 3 —. 
There were four deaths: one primipara, O.D.P.: G.C. agg es 
{proven at autopsy); one primipara, O.L.P.: temperature \" om 
admission, eclampsia, aspiration abscess of lung (autopsy bile 
multipara, A.: admitted with broken neck from autom 
accident; one multipara, O.D.A.: eclampsia. 
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of our 668 occiput anteriors had a first stage of 
twenty-four hours or more (5.5 per cent of the 
cases) ; whereas fifty-eight of the occiput poste- 
riors hada similar prolongation of the first stage 
(8.6 per cent). I offer no explanation of the 
greater frequency of prolonged first stage at 
this time for it will require considerable further 
study. If these instances of prolonged labor are 
eliminated, I find the average of the remaining 
631 occiput anteriors to be 9.6 hours, and the 
615 occiput posteriors to be 10.1 hours. This 
small difference of one-half hour could hardly 
be considered to be of very great clinical impor- 
tance. The second stage showed a small com- 
parative difference between occiput anterior and 
occiput posterior. Of the 554 occiput anteriors 
delivered spontaneously, the average duration of 
the second stage of labor was 51.9 minutes, while 
the average for the 534 occiput posteriors de- 
livered spontaneously was 65.3—a difference of 
about thirteen minutes. Here again, however, I 
noted that prolongation of the second stage be- 
yond two hours was more common in occiput 
posterior (52 instances) than in occiput ante- 
rior (25 instances). It would seem that “poor 
labor pains” is the most frequent explanation 
of prolongation of the second stage, but it is 
my impression, at present, that there are other 
factors which should also be considered. If 
these few cases of prolonged second stage are 
eliminated, the average of the occiput ante- 
riors is 47.2 minutes and of the occiput poste- 
tiors, 52.8, a difference of only about five and 
one-half minutes, which is a negligible quan- 
tity. 


Multiparas —The average duration of the first 
stage in occiput anterior was 6.8 hours; in occi- 
put posterior, 7.7 hours. This difference of 
about one hour seems to be quite constant and 
the explanation is not to be found in the inci- 
dence of prolonged labor. There were only nine 
instances in which the first stage exceeded twen- 
ty-four hours in occiput posterior. The duration 
of the second stage of those spontaneously de- 
livered (all but thirty of the 736 cases) was 19.6 
minutes in occiput anterior and 24.6 minutes in 
occiput posterior—a difference of five minutes. 

In primiparas, therefore, occiput posteriors 
have a first stage about one and one-half hours 
longer than occiput anteriors and cause a second 
Stage prolongation of about thirteen minutes. In 
multiparas the first stage is one hour longer, and 
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the second stage five minutes longer. At least 
part of the reason for the longer average first 
stage in primiparas is the fact that truly pro- 
longed labor (more than twenty-four hours) is 
more common in occiput posterior. 


Operative Delivery 


The number of operative deliveries in multi- 
paras was too small to permit any accurate analy- 
sis. Among the primiparas I have been perhaps 
too liberal in the use of low forceps: and stand 
ready to accept any criticism on that score. 
Among the 1,364 primiparas there were fifteen 
cesarean sections, all done for elective reasons 
and in no instance because of the presentation. 
Of 1,341 primiparas delivered spontaneously or 
by vaginal operative procedure (excluding eight 
cases with incomplete records) I find that 1,088 
were delivered spontaneously ; twenty-two by me- 
dian forceps; 225 by low forceps; three by ver- 
sion; three by craniotomy. Among the occiput 
anteriors, there were 114 operative deliveries as 
against 139 among the occiput posteriors. It 
would seem that occiput left posterior required 
assistance more often than occiput right posterior. 


TABLE III 
% 
Total Spontaneous Operative Operative 
i 467 96 17.1% 
CREE weameus 437 364 73 16.6% 
i.e ee 170 66 27.9% 
[eee kucavaa 105 87 18 17.1% 


It should be noted that the same discrepancy, 
unfavorable to O.L.P., was true of the length of 
labor (13.1 hours for the first stage, as against 
12.1 hours for O.D.P.) In the last year I have 
learned that it is even more important to keep the 
bladder empty in O.L.P. presentation than in any 
of the other three. Perhaps if I had been more 
diligent in this respect, as this series of cases was 
being observed, the average length of the first 
stage of O.L.P. might have been considerably re- 
duced and fewer operative deliveries might 
have been found necessary. My present attitude 
is that operative interference in occiput right pos- 
terior should not be more frequently necessary 
than in occiput anterior. If the first stage and 
the early part of the second stage of labor in 
O.L.P. be very carefully managed, operative in- 
tervention should be indicated with slightly great- 
er frequency than in occiput anterior. 
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Internal Rotation 


Primiparas.—Spontaneous internal rotation oc- 
curred in 539 of the 563 O.L.A’s (95.7 per cent). 
Two of the remaining twenty-four cases delivered 
spontaneously without rotation. In four patients, 
median forceps rotation and delivery and in the 
other eighteen low forceps rotation and delivery 
were the procedures used. In not all of these 
could it be said that the position “persisted.” In 
one patient delivery was done after the patient 
was in the second stage only twelve minutes, and 
another had only fifteen minutes of second stage 
pains. In the majority of these twenty-two oper- 
ative deliveries, the patient had been in the second 
stage at least one hour and in a few cases much 
longer. It would seem logical to state that in this 
series failure of spontaneous internal rotation oc- 
curred in about 4 per cent of the O.L.A. presen- 
tations. In O.D.A. six patients failed to produce 
spontaneous internal rotation. Three of these 
were delivered spontaneously and the others with 
low forceps rotation and delivery. The short- 
est second stage was thirty-three minutes and 
three of the six patients were in the second 
stage more than one hour, the longest being a 
neglected case with five hours of second stage 
pains. Again, fully 4% failed to exhibit spon- 
taneous internal rotation. 

In the O.D.P. cases, 410 of the 437 patients 
had spontaneous internal rotation—93.8%. Of 
the remaining twenty-seven patients, eight deliv- 
ered spontaneously with the occiput posterior. 
The second stage (in these eight) varied in length 
from twenty-two minutes to two hours and twen- 
ty minutes. Six out of the eight cases had second 
stages of one and one-half hours or less. The 
remaining nineteen patients were delivered by 
operative procedure: Six median forceps and 
thirteen low forceps. It should be noted, how- 
ever, that one of these patients was delivered 
after only three minutes in the second stage and 
two others after only thirty minutes. Two babies 
in this group were lost—one had been dead sev- 
eral days before the onset of labor and the other 
was in a patient with complete placenta previa. 
There was no difficulty in the labor of this latter 
case. Low forceps were used to lift the head 
over the perineum after a seventy-nine minute 
second stage. Careful study of these twenty- 
seven unrotated occiput right posteriors would 
seem to indicate that “persistent” occiput pos- 
terior on the right side occurs in about 4% 
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per cent of primiparas, and in one-third of 
these spontaneous delivery can be expected 
after a relatively short second stage. 

In the O.L.P. patients, nineteen (8.0 per cent) 
of the 236 patients either delivered spontaneously 
in the posterior position (six instances) or were 
delivered by operative procedure before internal 
rotation had taken place. One of these was me- 
dian forceps and the other twelve were low for- 
ceps. Three of these patients had been in the 
second stage less than one-half hour and delivery 
was undertaken because of disturbance of the 
fetal heart. Approximately six per cent then, 
of occiput left posterior in primiparas either 
failed to undergo spontaneous internal rotation 
or were delivered before such rotation had taken 
place. Nearly half of these were delivered spon- 
taneously and there was only one fetal death in 
this group. The local physician had tried for two 
hours to deliver the patient with forceps when 
the cervix was only four centimeters dilated and 
then, after death of the baby, had sent the pa- 
tient into our institution. 

It might be pointed out that in nine of the oc- 
ciput right posteriors and four of the occiput left 
posteriors the low forceps delivery was done 
without rotation of the head, without serious 
trauma to the mother, and with no apparent in- 
jury to the baby. The delivery was easily accom- 
plished in each of the thirteen cases. (Respec- 
tive birth weights were: 2,565, 2,835, 2,865, 
2,880, 3,025, 3,070, 3,100, 3,140, 3,175, 3,410, 
3,425, 3,575, and 4,030 grams. 

In compiling these records I did not at first 
realize the importance of noting whether spon- 
taneous internal rotation always occurred in the 
occiput anterior cases and hence the figures, 
above quoted, no doubt represent a somewhat 
more frequent occurrence of spontaneous internal 
rotation in occiput anterior than was actually the 
case. In the last two years I have noted that a 
number of these patients delivered without inter- 
nal rotation. So far as this series shows, it would 
seem that spontaneous internal rotation occurred 
in about 96 per cent of occiput anterior and about 
95 per cent of occiput posterior. Operative de- 
livery is necessary—perhaps because of failure 
of rotation—in about 3 per cent of occiput an- 
teriors and 3 to 3% per cent of occiput posterior. 


Multiparas—Among the multiparas there were 
four O.D.A.’s, three O.L.A.’s, five O.L.P.’s and 
thirteen O.D.P.’s which either failed to rotate 
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spontaneously or were delivered before rotation 
took place. Eighteen of these patients delivered 
spontaneously. There were five median forceps 
and two low forceps with only one fetal death 
and that, again, was due to an unsuccessful for- 
ceps before admission to the hospital. Failure of 
spontaneous internal rotation could not be said 
to have been a problem in more than one per cent 
of the multiparas in this series, 


Time of Spontaneous Internal Rotation 


Primiparas.—A careful attempt was made to 
note the exact time at which internal rotation 
took place and in 1,138 patients out of the 1,364 
the records showed rather clearly when rotation 
occurred. In 276 it was accomplished at or be- 
fore complete dilatation of the cervix, in 398 
during the descent of the head to the pelvic floor, 
in 393 only after the head had been on the pelvic 
flor for some time and in seventy-one sponta- 
neous internal rotation did not take place. The 
proportion occurring at the various stages was 
roughly the same for all positions except O.D.A., 
where rotation was rarely produced until the 
head was on the pelvic floor or coming through 
the vulva. The fact that over four hundred of 
the 1,364 patients did not show internal rotation 
until after the head was on the pelvic floor seems 
quite significant. 


Summary 


Occiput posterior and occiput anterior occurred 
with about equal frequency in this series of 2,130 
cases, where more than the usual care was taken 
to arrive at an early and accurate diagnosis. Oc- 
ciput posterior was characterized by a somewhat 
longer first stage of labor. The difference, how- 
ever, is not over one to one and one-half hours 
and the first stage in occiput right posterior is 
probably not much, if any, longer than in occiput 
anterior. The difference in the second stage is a 
matter of a few minutes only. Operative deliv- 
ery, particularly low forceps, is more frequent in 
occiput left posterior than in the other three po- 
sitions by about three cases in each one hundred. 
Fetal mortality is no greater in occiput poste- 
tior than in occiput anterior under the plan of 
Management employed for this series. It 
should be noted that no pituitary extract was 
given previous to the delivery of the placenta 
and anesthesia was confined to nitrous oxide 
plus morphine on indication. Maternal mor- 
bidity was about 3 per cent greater for occiput 
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left posterior than for the other three positions. 
Spontaneous internal rotation occurred in about . 
94 per cent of occiput posterior as compared with 
not over 96 per cent of occiput anterior. Inas- 
much as nearly half of the unrotated babies were 
delivered spontaneously without injury to the 
mother and without a single fetal death, the prob- 
lem of failure of spontaneous internal rotation 
would seem to be not greater than three per cent 
for occiput anterior and three and one-half per 
cent for occiput posterior. My present attitude 
toward occiput posterior is identical to my atti- 
tude toward occiput anterior, except that I real- 
ize that patience to the extent of about one hour 
more of waiting is required. 


Conclusions 


I should not want to give the impression that 
trouble is never encountered with occiput poste- 
rior. What I would like to point out is that trou- 
ble occurs with occiput anterior almost as com- 
monly as with occiput posterior (3 per cent com- 
pared to 3.5 per cent). Inability of the patient 
to deliver herself spontaneously of* an occiput 
posterior is, for the most part, due to causes 
other than the occiput posterior presentation. 
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DEDICATION OF OSLER MEMORIAL TO BE HELD 
AT BLOCKLEY 


The old autopsy house where Osler worked at 
Blockley has been restored as the Osler Memorial 
Building, and will be dedicated on the grounds of the 
Philadelphia General Hospital, at Curie Avenue, near 
34th and Pine Streets, Philadelphia, Pa. at 2 P.M. 
one June 8, 1940. 


Original furnishings, including the necropsy table, 
have been collected. The painting by Dean Cornwell, 
N.A., of New York, entitled “Osler at old Blockley,” 
later to be hung in the building will be on exhibition 
during the celebration. 

There are facilities in the building for the housing 
and preservation of relics of old Blockley, as well 
as Osleriana. The Committee would welcome any 
additions to this collection. 

A cordial invitation is extended to those who are 
interested, and especially those who are planning to 
attend the American Medical Association Convention in 
New York City June 10th to 14th. 
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Acute Gonococcal and Gouty* 
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W. D. Block, Ph.D., and W. S. Preston, Ph.D. 
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Ph.D. (Bacteriology) Brown University, 1937. 
Member of Society of American Bacteriolo- 
gists, American Association for the Advance- 
ment of Science. 


" Two types of acute inflammatory joint dis- 

ease, gonococcal arthritis and gouty arthritis, 
will be discussed, not because these are the most 
common forms of arthritis but because therapy 
for each type differs distinctly from that of other 
types of arthritis; because treatment is so effec- 
tive when properly administered early in the 
course of the disease and because failure to rec- 
ognize each results in much needless suffering 
and incapacitation, possibly permanent loss of 
joint function. 


Gonococcal Arthritis 


Gonococcal arthritis occurs in about 3 per cent 
of cases of gonorrhea. Pathogenesis is not en- 
tirely understood. Most students of arthritis be- 
lieve it is always a blood borne metastatic infec- 
tion in the joints. However, Keefer® found bac- 
teremia in only three of 140 cases of gonorrhea 
in the absence of endocarditis. In only 25 per 
cent of cases is the joint fluid found to contain 





*From a paper read before the Section on General Medicine, 
Michigan State Medical Society, Grand Rapids, Michigan, Sep- 
tember 20, 1939. 

+The Rackham Arthritis Research Unit is supported by the 
Horace H. Rackham School of Graduate Studies, of the Uni- 
versity of Michigan. 
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gonococci. However, it has been demonstrated 
that even when the synovial fluid is sterile, gon- 
ococci may be present in the subsynovial tissue. 
The joint fluid is practically always purulent 
when it contains gonococci—and in such cases 
rapid destruction of articular cartilage occurs, 
and if unchecked, complete ankylosis may result. 


History.—The usual history of gonococcal ar- 
thritis is: Between ten and twenty days after on- 
set of gonorrhea the patient notices marked ma- 
laise, aching of the entire body, especially gen- 
eralized arthralgia. There is moderately high fe- 
ver, leukocytosis and increased erythrocyte sedi- 
mentation rate. After a few days the general 
arthralgia subsides and classical signs of inflam- 
mation develop at one or more joints. Contrary 
to prevalent statements, gonococcal arthritis is 
usually polyarticular. Most any joint may be 
attacked. Sometimes there may be a latent pe- 
riod of several months or years between the orig- 
inal infection and the development of arthritis, 
but it is more common that the joint disease 
occurs with exacerbation of urogenital infection 
or with fresh infection. 

Complications—Other complications of gon- 
orrhea are often found with arthritis. The most 
common is bilateral catarrhal conjunctivitis which 
occurs in about 20 per cent of cases. This prac- 
tically always disappears without residual. Less 
often, iridocyclitis occurs; it may lead to perma- 
nent impairment of vision. Tendonitis, myositis, 
fascitis, bursitis, tenosynovitis, and _periostitis, 
especially of the calcaneal bone, frequently occur 
with gonococcal arthritis. Calcaneal spurs and 
painful heels frequently result—but gonorrhea is 
not the only cause for either. A keratotic skin 
lesion, keratoderma blenorrhagica, occurs in 
about 3 per cent of cases of gonococcal arthritis. 
It is more common in males, and usually clears 


up rapidly with the gonorrhea. When any of the 


above complications are observed with inflamma- 
tory joint disease one should immediately suspect 
gonorrhea. 

Diagnosis —In every patient with acute ar- 
thritis inquiry regarding disease of the urogenital 
tract should be made. Criteria for diagnosis of 
gonococcal arthritis should be: (1) A history of 
recent gonorrhea, (2) evidence of genital gon- 
orrhea, (3) history of arthritis and characteristic 
joint findings, (4) demonstration of gonococct in 
discharge or synovial fluid. Proof of the diagno- 
sis ultimately depends upon isolation of gono- 
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cocci. Culture of suspected material has often 
been positive when examination of stained mate- 
rial was negative, consequently cultures should 
be made if direct examination is negative. Prob- 
able gonococcal arthritis should be diagnosed 
when the first three criteria exist. A positive 
gonococcus complement fixation test on serum or 
synovial fluid is a diagnostic aid; this test, how- 
ever, is not infallible. It is positive in only about 
85 per cent of proven cases of gonococcal arthri- 
tis. Occasionally false positive reactions occur. 
The fixation test commonly remains negative 
from three to six weeks after onset of gonorrhea. 
Understanding these limitations, the test is of 
definite value. 

Whenever the diagnosis of active gonococcal 
arthritis is considered possible or likely, but 
proof cannot be obtained, a test of therapy as 
hereinafter described should be instituted at 
once, for results are so satisfactory and delay 
of only a few weeks in therapy may allow the 
development of joint destruction, especially in 
purulent gonococcal joints. 


Treatment of Gonococcal Arthritis 


Treatment has recently been revolutionized by 
the advent of two new therapeutic agents: sul- 
fanilamide and related chemicals, and controlled 
fever. 


Sulfanilamide properly administered has prov- 
en to be the treatment of choice. This drug dif- 
fuses into synovial fluid and exists there in es- 
sentially the same concentration as in the blood. 
Adequate drug concentration will sterilize the 
joint fluid within a few days. Opinion differs 
concerning the method of administration of the 
drug, especially in regard to dosage. Keefer’ has 
recently reported in vitro and in vivo studies 
which show that a drug concentration of at least 
5 mg. per cent is needed to effect joint steriliza- 
tion. His results were excellent although sterili- 
zation of genital foci was not always effected. 
Coggeshall and Bauer? have reported that with 
larger doses, sufficient to maintain blood stream 
concentrations of 10 or more mg. per cent, all 
cases responded with prompt clinical and bac- 
teriologic cures. Smaller doses previously had 
been unsuccessful in some of their cases. 

Our experience coincides with that of Cogge- 
Shall and Bauer. We, therefore, recommend 
enough sulfanilamide to maintain a blood con- 
centration of 10 or more mg. per 100 c.c. In 
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most persons a daily dose of 40 mg. per pound 
body weight will produce the desired results. 
This makes a total daily dose for an adult 
about 6 grams. We commonly give one-third of 
the calculated daily dose initially, a third four 
hours and again eight hours later, thereafter 
one-sixth of the twenty-four hour dose 


every four hours through the day and night. 
An equal amount of sodium bicarbonate is 


given with each dose of sulfanilamide. The 
treatment should be continued for several days 
after all foci of gonococcal infection are steril- 
ized. This often requires two weeks or more. 
In acute cases definite clinical improvement be- 
gins within two or three days’ time with disap- 
pearance of fever, subsidence of joint inflam- 
mation and later by reduction of erythrocyte sed- 
imentation rate. 

Great caution is required when giving these 
large doses of sulanilamide. The patient should 
be kept in bed, away from direct sunlight, and 
must be seen daily. Blood and urine examination 
should be made every two or three days. Sul- 
fanilamide concentration of the blood should be 
determined every two or three days to insure 
proper dosage. Should toxicity develop the drug 
should immediately be stopped. 

Some persons who cannot tolerate the amount 
of sulfanilamide needed may tolerate neopron- 
tosil. Sulfapyridine has been effective in the few 
cases in which we have used it—but we see no 
advantage in it and it often produces more se- 
vere gastro-intestinal symptoms. Recent studies 
suggest that parenteral administration of pro- 
min* may be very satisfactory. Of course relief 
of symptoms and measures to restore joint func- 
tion should be included in the therapeutic 
program. 

The need for continuation of sulfanilamide 
therapy ten to fourteen days or longer in most 
cases is emphasized by the experience of one pa- 
tient with knee joint disease who was treated 
first with amounts of sulfanilamide sufficient to 
maintain a blood concentration of only about 6 
mg. per cent for seven days—during which time 
the joint fluid became sterile and inflammation 
greatly decreased. The drug was stopped and 
joint exercise begun. Two days later the knee 
was injured only slightly when the patient was 
walking with crutches; during the following 





*Kindly supplied by Parke, Davis & Company, Detroit, Michi- 
gan. Promin is a sodium salt of dextrose sulfonate available 
at present only for clinical evaluation, not yet marketed. 
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twenty-four hours joint inflammation and fever 
recurred and the joint fluid two days later was 
found to contain more gonococci and pus cells 
than ever before. It is obvious the infection had 


Fig. 1. 


seventh, and forty-first day of the wrist disease show 
the marked degree of joint destruction present in the 
first film and the rapid increase in subsequent films. 
This is characteristic of purulent gonococcal arthritis. 


Treatment as above described was instituted. Steriliza- 


Roentgenograms taken on the thirtieth, thirty-seventh, and forty-first days after onset of gonococcal arthritis, showing 


the rapid destruction of articular cartilage and severe local osteoporosis. 


not been completely eradicated—and the trauma 
had lighted up the process. A second course of 
sulfanilamide was immediately begun in the man- 
ner above recommended. The response was slow- 
er but entirely satisfactory. 

Another case illustrates the necessity for early 
recognition and proper treatment of gonococcal 
arthritis : 


A farmer, aged fifty, injured his right wrist when 
trying to hold a calf. Within twenty-four hours in- 
flammation of the wrist began and within a few days 
it became severe. Fever of from one to three degrees 
occurred. Elevation of the affected part and application 
of heat were ineffectual. On the thirtieth day of illness 
he was seen in a hospital where a diagnosis of “cellu- 
litis’” was made. Incision over what was thought to be 
a fluctuant area on the volar surface revealed no pus. 
After this surgical treatment it was learned that the 
patient had gonorrheal urethritis two years previously, 
that urethral discharge occurred at intervals since, that 
for about two weeks prior to the wrist injury he had 
had urethral discharge which contained gonococci and 
that he was being treated for gonorrhea when he en- 
tered the hospital. 

The patient was first seen in the Rackham Arthritis 
Research Unit on the forty-fourth 
Gonorrheal arthritis was diagnosed. 


illness. 
Gonococci were 
found in the urethral discharge. The serum gonococcus 
complement fixation test was strongly positive. Roent- 
genograms (Fig. 1) taken on the thirtieth, 


day of 


thirty- 
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tion of the urethral focus was promptly effected. In- 
flammation at the wrist soon subsided. However, very 
little motion of the wrist returned because of the ex- 
tensive joint destruction. 


There is no doubt that if proper treatment 
were instituted sufficiently early, cure would have 
been effected before joint function was interfered 
with by cartilage destruction. The end-result in 
such cases depends on early diagnosis and treat- 
ment. 


Sulfanilamide has been absolutely valueless in 
cases of rheumatoid arthritis in our experience 
and that of several other investigators. On this 
basis trial of therapy with sulfanilamide may be 
a satisfactory means of establishing etiologic di- 
agnosis. It is recommended in questionable cases. 


Fever Therapy.—lf sulfanilamide cannot be 
tolerated in amounts needed, it is fortunate that 
there is another effective form of treatment, fe- 
ver therapy. This may be induced in a hyper- 
therm or by the intravenous injection of a for- 
eign protein such as killed typhoid bacilli. The 
combination of fever and sulfanilamide therapy 
has been reported curative when either alone was 
not. When used together it seems less of each 
agent is needed. 


Jour. M.S.M.S. 
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Gouty Arthritis 


Another form of acute joint inflammation for 
which there is a distinctly effective therapy—not 
beneficial to other types of arthritis is—gouty 
arthritis. Gout is by no means a disease of the 
past and it should not be a “forgotten malady.” 
Gouty arthritis has made up 2 per cent of all 
cases seen thus far in the Rackham Arthritis Re- 
search Unit. 


Etiology.—The cause of gout is not known. 
The disease is accompanied by a hyperuricemia 
in the majority of cases and it is thought to re- 
sult from a disturbance of uric acid metabolism, 
but whether this results from abnormal enzyme 
activity, endocrine dysfunction, renal abnormality 
or nervous disease is not known. 


History.—The clinical course of the disease, 
however, is quite characteristic and suggests the 
diagnosis, hence the history is extremely impor- 
tant. The disease is overwhelmingly a disease of 
males, less than 10 per cent of cases are females. 
The onset may be at most any age. Characteris- 
tically the disease begins suddenly with intense 
pain, swelling and other signs of inflammation at 
or about a joint. In only 50 per cent of cases is 
the bunion joint of the great toe involved. Pain 
is worse at night; the patient is usually incapaci- 
tated. The affected part oftentimes resembles 
cellulitis. Fever is sometimes high, leukocytosis 
and increased erythrocyte sedimentation rate may 
be present. Inflammation usually persists several 
days then suddenly disappears without residual. 
Local skin exfoliation may follow. Months or 
years may pass before another attack occurs in 
the same or another joint. With successive at- 
tacks the interval of freedom between usually 
lessens and the arthritis lasts longer, sometimes 
several months. As the disease becomes chronic 
permanent joint deformities may appear and the 
joints then may resemble deforming rheumatoid 
arthritis. “Fits of gout” are often precipitated by 
gluttonous eating, intemperate ingestion of alco- 
hol, long walks, exposure to cold, acute infection 
or surgical operation. The blood uric acid may 
be within normal limits early in the disease—but 


always becomes elevated as the disease pro- 
gresses, 


Diagnosis—As characteristic as the history is 
—and even with the aid of blood uric acid studies 
—the only proof of diagnosis is the occurrence 
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of urate tophi which more commonly are found 
on the helix of the ear, about burse (olecranon 
bursitis is common) and in or about joints. 
When tophi appear about joints the roentgeno- 
grams show them as “punched-out” areas in the 
bone. Lesions resembling these gouty rarefac- 
tions in the x-ray film frequently are seen in 
other conditions, especially rheumatoid arthritis. 
This roentgen appearance is therefore typical of 
gout but not pathognomonic. Proof that a lesion 
is a gouty tophus requires demonstration of crys- 
tals of sodium urate or characteristic reaction to 
the murexide test. Tophi usually do not appear 
until several acute attacks of gouty arthritis have 
occurred. One should suspect gout on the basis 
of a characteristic history, with or without hyper- 
uricemic acid, suggestive x-rays, or tophi, and 
therapy for acute gouty attacks should be insti- 
tuted in all suspected cases. 


Treatment of Gouty Arthritis 


Of all medications colchicine (the active 
alkaloid of colchicum) gives much the best 
results. We give 1/120 grain of colchicine hour- 
ly during the daytime and hourly or every two 
hours during the night continuously until one of 
two results is noted: (1) Either dramatic relief 
of joint pain or (2) gastro-intestinal symptoms 
of toxicity, most commonly diarrhea, although 
nausea, cramps and vomiting may precede. The 
drug is then stopped and not used until another 
acute attack occurs. Paregoric should be given 
for diarrhea. The margin of safety between ade- 
quate dosage for maximum benefit and toxic re- 
sults is so small that toxic symptoms usually 
occur until each patient learns his dose, which 
may vary from 14 to 25 tablets when given in 
the manner described. We always advise the pa- 
tient to carry a supply of the medicine when he 
leaves on vacation or business trips when gouty 
attacks are so common. 


In our experience no benefit has been de- 
rived from colchicine except in patients with 
gout and no patient with proven gout has 
failed to be greatly benefited by it. The man- 
ner of its action is not understood. It does not 
effect an excretion of uric acid or alter the me- 
tabolism of purine in any known way. The sub- 
sidence of the pain and disappearance of inflam- 
mation is rapid, usually complete with a few 
hours or days. Bed-rest, elevation of the affected 
part and heat are usually valuable. A few exam- 
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ples will emphasize the benefit to the patient of 
recognition of gouty arthritis and treatment with 
colchicine: 


Fig. 2. Acute gouty arthritis of the proximal phalangeal joint 
of the left index finger. Note the complete disappearance of 
swelling in five days. Colchicine therapy was given during the 
first two days. 


C. H., male, aged fifty-three, had been bed-ridden 
five months with arthritis of several metatarsopha- 
langeal joints, one knee and a proximal phalangeal 
joint of a finger; pain was severe. When we first saw 
him he was being treated under the diagnosis of rheu- 
matoid arthritis, and improvement had been slight. We 
learned that for twenty-three years attacks of arthritis 
typical of acute gout had been occurring after short 
intervals of freedom. Gout had never before been 
suspected. Serum uric acid was 6.5 mg. per cent, tem- 
perature 100 F. and erythrocyte sedimentation rate 1.5 
mm. per minute. Figure 2 shows the remarkable im- 
provement in the finger joint which occurred in three 
days with colchicine treatment. Six days later the pa- 
tient was discharged, walking and feeling fine! He has 
had no subsequent attacks (fifteen months). 


R. V., male aged forty, was referred to us because 
of severe acute arthritis in the left tarus of five days’ 
duration and so painful he could not bear weight on 
it. This arthritis began twelve hours after the onset of 
acute tonsillitis which was then still active. The diag- 
nosis suggested by the referring doctor was “infectious” 
arthritis. We learned that similar attacks of arthritis 
had occurred previously without evident infection. The 
appearance of the foot suggested cellulitis. It was our 
impression that he was suffering from acute gouty 
arthritis precipitated by the tonsillitis. Colchicine was 
administered, and on the second day tonsillitis still was 
present, but pain and inflammation had disappeared 
from the foot and the patient walked briskly into the 
Unit to tell us of the marked change. The photographs 
(Fig. 3) indicate the remarkable change. Serum uric 
acid was 7.6 mg. per cent. 


No consistent relationship between gouty at- 
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tacks and change in blood uric acid content or 
renal excretion of uric acid appears to exist. A 
low purine diet and the use of cincophen as in- 


Fig. 3. Acute gouty arthritis of left tarsus. Note the com- 
plete disappearance of swelling and reappearance of normal 
structures, especially veins, which occurred during colchicine 
therapy—only four days interval between the picture on left 
and right. 


terval therapy have not been of undisputed value. 
Further study of these measures is needed. Until 
more information is obtained we are using these 
measures in some patients. Great caution, of 
course, is necessary with the use of cincophen. 


Time does not permit of enumeration of all 
forms of arthritis or a complete discussion of dif- 
ferential diagnosis and therapy. This discussion 
is aimed to emphasize the necessity for recogni- 
tion of different forms of rheumatism, especially 
because of differences in treatment and progno- 
sis and because of the immediate benefit of prop- 
er therapy in at least two distinctly different 
types of arthritis—i.e., gonococcal and gouty. 


Today one should never feel satisfied with di- 
agnosing “arthritis” unqualified, any more 
than he should diagnose lung disease or heart 
disease without attempting to determine im- 
mediately the etiology. Just as it is important 
to the patient to learn the type of pneumococci 
causing lobar pneumonia, it is important to 
learn the causative agent in all cases of arthri- 
tis so that proper therapy can be instituted 
without delay. 


Jour. M-S.M.S. 








Summary 


joints are subject to different types of dis- 
ease, caused by a variety of etiologic agents. 
Those treating arthritis should constantly be on 
the alert to recognize the various possibilities of 
etiology in each patient. The diagnosis “arthritis” 
unqualified should never be made; the type 
should be distinguished and the etiology deter- 
mined if possible. The chief reason for this lies 
in the great value of special therapy in some 
types of arthritis and in the unfortunate conse- 
quences incident upon failure of recognition and 
early treatment of certain types. The diagnosis 
and treatment of acute gonococcal and gouty 
arthritis is discussed. 
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CALIFORNIA PHYSICIANS’ SERVICE 


“We have at the present time practically 5,200 doc- 
tors serving as professional members in California 
Physicians’ Service. We believe this represents from 
seventy-five to eighty per cent of the total number 
of physicians in active practice in the State. Doctors 
are continuing to join at the rate of from thirty to 
forty a month. 

“Our schedule of unit payments has been as fol- 
lows: 


August and September (combined) $1.75 per unit. 
October, November and December, $1.60 per unit. 
January, $1.50 per unit. 


“The bills for services rendered in February are in 
the process of audit now, and the unit value has not 
yet been computed. The decrease in unit value for 
January was caused by the large number of respiratory 
infections that had to be treated during that month. 
It is probably that there will be a slight, further re- 
duction in the unit value for February and probably 
lor March, for the same reason that applied in Janu- 
ary. We anticipate that after that the value of the 
unit will again increase. 


“While there have been a number of objections 
raised by doctors, either before they joined the plan 
or trom men who have not yet seen fit to join, the 
rarity of complaints, in relation to either the value 
of the unit or the number of units paid for a par- 
ticular service, surprises us.” 
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Lesions of the Mouth* 


By A. R. Woodburne, M.D. 
Detroit, Michigan 


A. R. Woopsurne, M.D. 

M.D., University of Michigan Medical 
School, 1927. Certification by the Amer- 
ican Board of Dermatology and Syph- 
lology, 1934. Member of the Michigan 
State Medical Society, Detroit Derma- 
tological Society and American Academy 
of Dermatology. 


" Insufficient attention has been paid to lesions 
of the buccal mucous membrane both by phys- 
icians and dentists; and I wish to review the 
more common lesions of the mouth, listing in 
outline form many of the conditions and dis- 
cussing more completely some of the acute in- 
flammatory conditions of the buccal mucous mem- 
brane, including the gingive, lips and tongue. 


I. Common BENIGN TuMors 


1. Fibroma—A firm encapsulated nodule common- 
ly seen in the tongue or mucous membrane of 
the cheek. 

2. Myoma—Rare, usually in the tongue. 

3. Myxoma—Cheek. 

4. Lymphangioma—Soft spongy, pale tumor usually 
in the cheek or tongue. 

5. Hemangioma—Similar to above in appearance 
but bluish or purple in color. Commonly seen in 
the same areas. 


II. Common Cysts 


1. Mucous—Dome-shaped, 


translucent, bean-sized 


nodule of the lower lip, as a rule. 


III. Exvecrro-GatvAnic Lesions 
1. Acute and subacute inflammatory patches with 
some greyish membrane and scarring on buccal 
mucous membrane in apposition with teeth. 


Teeth showing fillings of different electrolytic 
potential. 


IV. Nerurocenic LEsIons 


1. Glossitis Areata Exfoliativa—Bright red de- 
nuded patches of the sides and dorsa of the 
tongue with some burning and tenderness. 


V. CuHronic INFECTIONS and GRANULOMAS 
1. Moniliasis 





a. Black Tongue—hyperkeratoses of the papille 
of the dorsa of the tongue with black pig- 
ment due to Penniciliun Nigre, as a rule. 

b. Thrush—White membrane surrounded by a 
slight inflammatory areola. Minute points 
or large patches. Membrane easily removed 





*Presented at the annual meeting of the Michigan State 
Medical Society, Detroit, Michigan, September 21, 1938. 
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and when examined in sodium hydroxide 
preparation shows the nonsegmented monilial 
filaments. 

2. Tuberculosis 

a. Primary Complex—an 
nodule with 
tongue or lip. 

b. Tuberculosis Orificialis—A chronic dirty ul- 
cer with undermined edges. Painful and as- 
sociated with advance pulmonary tuberculosis. 

c. Lupus Erythematosis—Erythematous and 
edematous, atrophic and scarred areas of the 
lips associated with Lupus Erythematosis of 
the face. 

3. Syphilis 

a. Sclerosis, primary—Painless firm nodule sub- 
acutely inflammatory with associated bubo. 
Most commonly seen on the lip, tonsil, or 
tongue. 

b. Macular and Papular lesions of the entire 
lining of the mouth in secondary Syphilis— 
associated with lesions of the skin and other 
mucous surfaces. 

c. Nodular and Nodulo-ulcerative chronic lesions 
of late syphilis. Seen on the tongue and lips, 
hard and soft palate—often with peculiar 
arciform arrangement. 

4. Lichen Planus 

a. Peculiar bluish white spider web tracery of 
lips and buccal mucous membrane usually as- 
sociated with typical skin lesions present on 
wrists, ankles, abdomen, et cetera. 


acute 
lymphangitis 


inflammatory 
usually of the 


VI. DEGENERATIVE CHANGES 

1. Keratosis of the Lips—Dry brownish 
lesions. 

2. Leukoplakia—White hyperkeratotic patches, lips, 
tongue and buccal mucous membrane. 

3. Carcinomata—Keratosis and Leukoplakia not 
uncommonly become cancerous. Cancer of the 
mouth is characterized by the pearly appearance 
and hard feel, later with ulceration, crusting, 
and bleeding. These are usually quite actively 
malignant and must be destroyed early. 


horny 






Stomatitis Venenata 


Stomatitis venenata is much more common 
than is generally believed. Stomatitis venenata 
is characterized by an acute erythema with slight 
to severe edema and often some petechiz are seen 
underlying the erythema. It often begins in the 
lower bucco-gingival sulcus and extends upward 
often involving the under surface of the tongue 
and lips, later the dorsa of the tongue, the mu- 
cous membrane of the cheeks and palate. The 
lower lip is usually quite extensively involved 
with little or none on the upper lip. Another 
very suggestive point is the extension of an ery- 
themato-squamous or slightly vesicular streak 
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down toward the chin from both corners of the 
mouth. The picture is not easily confused with 
other common acute lesions of the mouth which, 
as a rule remain more localized. 

If one is not entirely sure of the diagnosis a 
therapeutic test is very simply carried out as fol- 
lows: 


1. Discontinue all present mouth washes, tooth 
pastes and in those with dentures, cleaning so- 
lutions. 


2. Have patient use only slightly hypertonic salt solu- 
tion to clean teeth and as a mouth wash. 


The above routine will produce improvement 
in most cases in twenty-four to forty-eight hours. 
When the mucous membrane returns to normal 
the use of tooth paste may be resumed and if 
there is no return of irritation after three or four 
days, the other things may be added, one at a 
time until the offending agent makes itself evi- 
dent. 

We have found the various products contain- 
ing hexylresorcinol to be the most frequent of- 
fenders, followed by those containing sodium 
perborate. Sodium chlorate, “Listerine,” “pep- 
sodent antiseptic” and other proprietaries have 
produced this irritation. The usual soapy and 
magnesia types of tooth paste have produced no 
irritation in our experience. The material used 
in making dental plates sometimes produces a 
severe stomatitis. In one patient, several mate- 
rials were tried and finally it was necessary to use 
a silver plate to prevent recurrence. Rarely cer- 
tain foods produce this picture. I have seen two, 
one due to English walnuts and another due to 
orange peel. 


Vincent’s Disease 


Vincent’s gingivitis and stomatitis is one of the 
common lesions of the mouth and is characterized 
by an acute dusky erythema usually beginning 
along the gingival margin. There is usually 
rather marked edema and early surface ulceration 
with a dirty greyish brown membrane. The in- 
fection may spread from the gums to other areas 
or may be a secondary invader in any area of 
devitalized mucous membrane. When at all ex- 
tensive the infection gives the breath a very fetid 
odor. 


Diagnosis—The diagnosis may be established 
in suspected cases by direct examination of mem- 
brane or smears taken from beneath it. The sym- 


Jour. M.S.M.S. 

















biosis of the fusiform bacillus and Vincent’s 
spirilla is constant. The organisms are very pro- 
fuse in smears and are easily seen in a simple 
methylene blue stain with the high dry or oil im- 
mersion lense. Cultures are not helpful since 
these organisms do not grow on ordinary culture 


media. 

In examining smears and cultures from the 
mouth one should have some knowledge of the 
normal flora since many organisms are found 
here normally. The streptothrix is seen in all 
direct smears from the mouth. It does not, as a 
rule, grow on ordinary culture media, but since 
it is seen in all direct smears, must be recognized. 
It is generally considered non-pathogenic. 
The two Vincent’s organisms, the fusiform 
bacillus and the large coarse spirilla, are con- 
stantly present and a few may be seen in any 
smear from the mouth. In Vincent’s disease 
they are found in great numbers, also as sec- 
ondary invaders in carcinomatous, traumatic 
ulcers, et cetera. Some authorities go so far as 
to say that Vincent’s organisms are always 
secondary invaders. This is strongly supported 
by the almost universal experience that Vin- 
cent’s disease will recur immediately when 
treatment is stopped unless proper dental pro- 
phylaxis is carried out as part of the treat- 
ment. Among the cocci seen in the mouth the 
Streptococcus viridans is nearly always pres- 
ent as is the non-hemolytic streptococcus and 
occasionally hemolytic streptococci are seen. 
Because all these organisms are normal inhabi- 
tants of the mouth the laboratory findings 
must be very critically examined. 


Our practise is to make a direct smear and a 
culture. When the direct smear shows a large 
preponderance of the Vincent’s organisms in a 
lesion clinically compatible we feel reasonably 
sure of our opinion. However, when these or- 
ganisms are found in ulcers due to malignancy, 
trauma, et cetera, the treatment must be di- 
rected to the underlying lesion. When the 
smear shows rare Vincent’s organisms it prac- 
tically rules out Vincent’s infection as the diag- 
nosis. A large preponderance of cocci indicates 
that a culture should be made. The culture 
will identify the coccus group and separate 
them into their proper classifications. The 
green producing Streptococcus is the most 
frequent organism found. 


Treatment.—We feel that proper dental pro- 
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phylaxis is a necessary step in treatment of Vin- 
cent’s disease. Topical remedies of value are, 
freshly prepared neo-arsphenamine in water or 
glycerine, chromic acid, potassium permanganate, 
hydrogen peroxide and sodium perborate. 


Streptococcic Infections 


Streptococcic gingivitis and stomatitis is al- 
most universally confused with Vincent’s infec- 
tion. Clinically, this infection shows three main 
types. 

Hypertrophic.—First the hypertrophic type* 
which is characterized by acute, tender, red, 
edematous gums. The gums swell away from 
the tooth. there is no ulceration or erosion. The 
Saliva is sticky and there is a marked increase in 
the secretion of mucous glands. The patients ex- 
perience much difficulty in mastication. There is 
usually a temperature of about 100 degrees with 
malaise. It is much more common in children or 
debilitated adults and may be transferred by kiss- 
ing or the use of a common cup, since we have 
on many occasions seen several cases in the same 
famliy. Microscopically the sections show a 
marked intra and intercellular edema. The sec- 
tions show many polymorphonuclears, some in- 
crease in lymphocytes, plasma cells and a few 
fibroblasts. 


“Vincent” Type—The second type is clini- 
cally very similar to Vincent’s infection except 
that the membrane is more yellowish, the 
breath is not so fetid and the erosions or ulcers 
are much more superficial. In some cases, the 
pain and soreness may be more marked than 
in Vincent’s disease. Systemic symptoms are 
more marked than in Vincent’s disease with 
temperature higher and more malaise. The 
direct smears show almost exclusively cocci 
and the culture is usually Streptococci of the 
viridans or nonhemolytic type. 


“Impetigo” type.—A third type develops from 
the second type by peripheral extension in arci- 
form patches with vesiculation followed by im- 
mediate rupture and superficial yellow membrane 
formation. This type I have seen associated on 
several occasions with an ordinary impetigo con- 
tagiosa of the face. On one occasion, we observed 
a lesion extend from the chin over the mucous 
surface of the lower lip and extend in the mouth 
in an identical way with the impetigo of the 
cutaneous surface. These cases show the same 
appearance on histologic examination. as the hy- 
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pertrophic type except for a subepidermal dense 
zone of polymorphonuclear cells, the surface 
membrane and much less edema. 


Treatment.—As regards treatment, these cases 
do not respond to the usual agents employed in 
Vincent’s disease, in fact, the harsh actions of 
these drugs seem to predispose to spread of the 
streptococcic infection. We find that these cases 
respond best to frequent rinsing with slightly 
hypertonic saline solution and painting of all 
areas three times a day with a mild mercurial 
antiseptic such as 1/500 aqueous metaphen. 


Aphthous Stomatitis 


Aphthous stomatitis, another acute inflamma- 
tory disease of the mouth, is characterized by 
the sudden onset of a single or group of vesicles 
which break at once leaving a bright red tender 
denuded area from the size of a pin head to 
that of a dime. These lesions may, after a few 
days, develop a membrane which is usually not 
heavy. They usually remain scattered without 
predilection for the gums which aids in the dif- 
ferentiation from Vincent’s disease. There is 
usually no peripheral spread as in the ulcerative 
streptococcus infection. The early lesion, how- 
ever, is quite characteristic. These usually occur 
on the mucous membrane of the lips, cheeks or 
sides of the tongue. They are very painful from 
the first and when numerous, prevent the patient 
from eating. They subside in six to ten days 
without treatment. However, in severe cases, 
one attack may follow another in rapid succession 
sometimes overlapping to such an extent as to 
produce serious debility. 

In most texts the condition has been divided 
into several subdivisions, but it seems that in 
view of recent work they are all etiologically 
the same. The difference noted being different 
stages of development. 

Recent work’ strongly points to the conclusion 
that these are herpes simplex involving the mu- 
cous membrane of the mouth. Points of similar- 
ity are, onset with vesiculation, burning pain 
from the beginning, tendency to recurrence, irri- 
tation frequently precipitates an attack, and with- 
in recent months it has been shown that these 
lesions are produced by a virus which when in- 
noculated into the scarified conjunctiva of the 
rabbit produces the same reaction locally and in 
the brain as the herpes virus. 
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Treatment.—We have had the opportunity of 
following up this work from the therapeutic side. 
We had two very severe relapsing cases under 
our care when the article’ dealing with the herpes 
virus came to our attention, and we felt that it 
would be well worth while trying the repeated 
vaccination technic which has been very helpful 
in handling cases of recurrent herpes simplex 
as advocated by Foster and Abshier.? We fol- 
lowed this out in these cases with very satisfac- 
tory results. Both cases had slight recurrences 
after a month or so but two more vaccinations 
have given permanent results to date. 


Conclusions 


We bring these thoughts to your attention in 
an effort to stimulate more careful examination 
of lesions in the mouth and in an effort to make 
some contribution to clarification of the uncriti- 
cal and almost universal habit of calling all 
acute inflammatory lesions of the mouth Vincent's 
disease. 
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ERRORS IN DIAGNOSIS 


H. S. Applebaum, M.D. discusses “Errors in Diag- 
nosis” under the following outline: 


(1) Incomplete Examination: 


(a) Because the diagnosis seems obvious 

(b) Because a certain diagnosis seems likely 

(c) Because the patient is old, infirmities are 
taken for granted a 

(d) Becaue of fear of offending the sensibilities 
of the patient 


(2) Unfamiliarity with the Disease in Question 
(3) Failure to Consider all the Possibilities 

(4) Incomplete History 

(5) Improper Evaluation of Symptoms 

(6) Pain of Uncertain Origin 

(7) Lack of Knowledge 

(8) Classification of Obscure Conditions as Neuro- 


sis 
Summary and Conclusion: 

(1) Don’t take anything for granted; (2) Take a 
careful history; (3) Make a complete physical exami- 
nation; (4) Consider all possibilities; (5) Think of 
the commoner conditions first but don’t overlook the 
rarer ones; (6) Weigh all evidence carefully; (7) Do 
laboratory work freely, but do not depend solely on 
the laboratory for a diagnosis; (8) The clinical pic- 
ture is still the most important factor in formulating 
a diagnosis; (9) Seek greater knowledge and wider 
experience; (10) Think of the patient first, last and 
all the time—(The Ohio State Medical Journal, Feb. 
1940). 


Tour. M.S.M.S. 
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Biliary Tract Disease 
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® The persistence of symptoms in patients who 

have undergone operations on the biliary tract 
has always been a very troublesome factor in 
surgery of this type. Although many theories 
have been advanced to account for the recurrence 
or persistence of these conditions, we have felt 
that there were three underlying causes. They 
are, leaving a stone in the common or cystic duct 
at the time of the operation, inadequate drainage 
of the biliary system, and last but not least, im- 
proper pre-operative diagnosis of the condition. 


Findings at Operation 

In reviewing seventy-eight cases of biliary 
tract disease, (infection and stones) that have 
been operated by us during the years 1936-1939, 
fifteen or 19 per cent have had demonstrable 
stones removed from the common duct. In all 
cases the ducts were manually palpated for 
stones, notwithstanding the fact that stones were 
not demonstrable in the gall bladder. 

In opening the ducts we have adhered to the 
following criteria with the indicated incidence: 


Palpation of a stone in the common duct......... 11 
Dilatation or thickening of the common duct ...... 12 
Thickening of the head of the pancreas.......... 9 
Adhesions or inflammatory reaction along the com- 
GE nk 66 5 eke Sivndiaedee nea eek 3 
Enlargement or mottling of the liver............. 16 


There were two strictures of the common duct 
encountered, both of which had had previous 
cholecystotomy. 

Symptoms 

The symptoms of biliary tract disease are, at 
times, not as clearly defined as one would desire 
to have them. The pain associated with this con- 
dition is usually found to be in the epigastrium. 


June, 1940 


BILIARY TRACT DISEASE—GLASGOW and LIVINGSTON 





It may, however, be directly over the area of the 
gall bladder. When the pain is situated in the 
epigastrium, the radiation may be to the left, or 


to the left scapular region. Care should be 
taken in differentiating biliary tract disease 
from a gastric disorder. The past history of 
the condition is quite beneficial in differentiat- 
ing the two conditions. The symptom complex 
generally referred to as dyspepsia is usually 
found to be present. In the acute phase, nausea 
and vomiting are the chief complaints. The fol- 
lowing symptoms were noted in our series of 
cases: 


Pais i the COMRSETIOE ono cscs cccccccecececcecs 42 
Pain in the upper right quadrant .................. 38 
RL Te 28 
TREE. cesaccescievcenieceheetersesasaehiebes 23 


It is very interesting to note that in the to- 
tal number of cases operated upon for stones, 
only twelve or 15 per cent gave a previous his- 
tory of jaundice. 


X-ray Diagnosis 

The use of the x-ray, in making the diagnosis 
of biliary tract disease, should not be neglect- 
ed, for in many cases the stones can be direct- 
ly visualized or indirect evidence produced 
which may point toward a definite biliary sys- 
tem. The cases subjected to this procedure, 
however, should be carefully selected and ade- 
quately prepared. A patient having an acute 
attack or showing evidence of jaundice should 
not be given gall-bladder dye, for grave dam- 
age to the liver may result, and false informa- 
tion be obtained because of the inflammation in 
the biliary tract at this time. The preparation 
of the patient for an x-ray study of the biliary 
tract should be left in the hands of the x-ray 
department. 

Age 

The youngest patient operated upon for bil- 
lary tract disease was a twenty-two-year-old 
girl; the oldest having been a seventy-five- 
year-old woman. The majority of the cases 
were between thirty and fifty years of age. The 
age incidence of patients suffering from this 
disease was found to be: 


PE TD aves ca peewnns 7 
Be WE kctinccacescens 30 
GAP POE sawawsceccvcen 22 
iva sateneies 13 
OP wevecesesncsumeadeuen 6 
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Negroes 


We have always been reluctant to make the 
diagnosis of biliary tract disease in patients 
of the negro race. This was borne out in our 
series of cases as we did not encounter a single 
member of this group, although we performed 
other abdominal operations on several negro 
patients during the period of 1936-1939. The 
only explanation that we can offer would be 
the continuous diet of fried food they enjoy. 
There is no positive evidence to prove this the- 
ory, however. 


Parity 
Another large group that was little affected 
by this condition was the nulliparz. In our 
series there were only eight of this group. The 


parity of the cases is shown in the following 
table: 


Children 
washed chs targa hat lh Seite se ricaitae 8 
BA sadikdubaetcdbawndewernes 5 
Te tebe bihinann wwbyeh dae 13 
2 winudkbownd skins baraae nike 12 
i bbbbiiid cinbetadaceveways 8 
I. sttiacaivitiantesuscusks 9 
D.' tetivehtrevdskiaecudena 1 
Se ee ee 9 


There are many reasons that would account 
for this disease having a higher incidence in 
women who have had children. The chief rea- 
sons, we feel, are the extra load enforced upon 
the woman’s constitution during pregnancy 
and the pressure of the fundus on the biliary 
system with a resulting mechanical obstruc- 
tion to the bile flow. 

Biliary tract disease has long been thought 
to be more prevalent in females than in males. 
In our series we were surprised to find that 
we had performed thirteen operations or 17 
per cent on male patients for biliary tract dis- 
ease. 

Early Operation 

We have felt for some time that immediate 
surgery is indicated whenever the patient’s 
symptoms point toward a defective biliary sys- 
tem. The reason for surgery without delay 
is the damage to the liver by obstruction and 
infection in the biliary system. If this damage 
persists over a considerable length of time, it 
lowers the threshold of liver function. As a re- 
sult, when the liver is forced to undergo a lit- 
tle more activity, as at the time of operation 
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or serious illness, it has little resistance to 
withstand the extra burden forced upon it and 
a liver crisis takes place. All abdominal sur- 
geons have seen the occurrence of the liver 
crisis shortly after an operation. The crisis js 
characterized by the cessation of bile flow, high 
fever, stupor, and in many cases death shortly 
after the onset of the condition. In our series, 
we experienced five such cases, all terminating 
in death, and all showing the identical symp- 
toms already mentioned. 


Pre-operative and Post-operative Measures 

To combat the advent of liver crisis, we em- 
ploy two very important pre- and post-operative 
measures. The giving of large quantities of in- 
travenous glucose which tends to build up and 
maintain the liver glycogen and of late we 
have been employing a second very important 
procedure, that is, the giving of vitamin K and 
bile salts to those patients with jaundice. We 
have discontinued the use of calcium both pre- 
and post-operatively because we feel that vita- 
min K therapy is much more beneficial in view 
of the recent experience. The bile salts not 
only work synergistically with vitamin K but 
also stimulate the flow of bile. It was very in- 
teresting to note that when the bile drainage 
diminished in amount or became more liquid 
in character, the patient’s condition invariably 
became worse. 


Type of Operation 

We feel that the type of operation employed 
should fit the condition found after the abdo- 
men has been opened and the biliary tract ex- 
amined. In all cases, when the common duct 
was drained, we removed the gall bladder. 
The following table is submitted to show the 
different types of operations performed in the 
series : 
Cholecystectomy and drainage of the common duct 38 


ES bib b cnchisdinnesensbeeteesawenean4 5 
SND bonne svseredguniaeekdatsanatons 34 
CRUMP ORRIROIPOOIONET o5n cic cccsncesewsaveres ees ] 

Surgical Mortality 78 


The total surgical mortality in the series 
was seven cases or 8.9 per cent. The causes of 
death, we believe, were as follows: 


A EINE 25555 sr ce ek nate GRA Oa oe SAR ODAC EY 5 
i ila el ee ch a we ees 1 
Post-operative evisceration with resulting shock ..... 1 


(This patient developed bronchial asthma one day 
post-operative and we feel that the resulting cough- 
ing was the cause of the evisceration.) 


Jour. M.S.M.S. 









th 
th 
pr 













Surgical Procedure 

When the patient’s condition warrants exploration of 
the common duct, we make a longitudinal incision in 
the duct and probe it with a flexible probe. Good ex- 
posure is essential in this procedure. The liver has to 





Plate 1. 
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be guarded and not unnecessarily traumatized. Long 
continual drainage is essential in getting the patient’s 
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biliary system back to normal. 
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end, we employ the T-tube type of drainage in the 
common duct. The T-tube is inserted into the longi- 
tudinal incision made in the common duct and sutured 
therein with fine chromic catgut. As the tube passes 
through the abdominal wall it should be attached to 
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Plate 4. 


the skin with a silkworm suture to prevent the pa- 
tient pulling it out while rolling in bed. No pain is 
experienced by the patient when this occurs. After the 
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drainage tube has been inserted and sutured into the 
duct, we removed the gall bladder. The reason for do- 
ing this procedure last is that by applying a hemostat 
to this organ, it acts as a retractor and gives better ex- 
posure to the ducts. In removing the gall bladder, we 
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Plate 5, 


feel that the focus of infection in the biliary system is 
removed. We also place a second rubber drainage 
tube down to the posterior inferior surface of the 
liver for it is here that bile may accumulate post-oper- 
atively after the opening of the biliary system. 

After a normal ten to fourteen day convalescence, 
the patient is allowed to get up and move about. The 
drainage tube is allowed to drain into a baby hot water 
bottle which is suspended from the patient’s neck. No 
discomfort is felt by the patient and he or she may 
resume normal activities. We have found that after 
three or four months, the patient is symptom-free. 
If this be the case, the tube is shut off and the pa- 
tient’s condition noted after a period of about two 
weeks. If any distress is experienced during this time, 
the tube should be re-opened and drainage allowed to 
continue. However, if the patient has been symptom- 
free during this period, the ducts are injected with 
potassium iodide or sodium bromide solution through 
the T-tube and a radiograph taken. If the bile ducts 
are still dilated, drainage is allowed to continue, but 
if they have returned to normal and the patient is 
having no distress, the drainage tube is removed by 
gentle traction without anesthesia. 


The success of any operative procedure should 
be dependent upon the condition of the patient, 
in regard to persistence of symptoms, following 
the operation. Many of the cases in this series 
were operated upon as long as three years ago, 
while some were of last year. None, however, 
were less than five months post-operative. We 
must apologize in a few cases for not knowing 
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the patient’s present condition, for most of the 
cases were referred to us while some of them 
were clinic patients whose whereabouts are not 
known at present. 


Results 


In following up the patients in this series both 
directly and through their own private doctor, 
the following questions were asked: “Since the 
operation, has your old condition been complete- 
ly relieved? partially relieved? or not relieved at 
all ?” 

The answers to these questions were as 
follows: 


1. Cholecystectomy and T-tube drainage of 


IE ga fn hos ho ne ooix ass een ntioas 36 cases 
i SD MIS cp sec0eeunceee> 27 
ss  f  ee eee 0 
ey EES ee 0 
D. Patients not heard from......... 4 
E. Sergical mortality........0<..0. 5 
iene Seana cuscwnnetind 36 cases 
A. Complete relief .............000. 18 
. ff Sere 2 
Re een 4 
D. Patients not heard from......... 10 
E. Surgical mortality.............. 2 
DR CHRIOIONINIEY oo ko ccc ccecccccscceeces 5 cases 
A. Complete reliefs... ......00ce0s. 5 
i: £& ee 0 
af "_ 2 eee 0 
D. Patients not heard from......... 0 
E. Sergical mortality.............. 0 


4. Cholecystogastrostomy........... 1 case. Died four 
days post-operative. Diagnosis of carcinoma of 
head of pancreas. 


In the group that had a cholecystectomy and 
T-tube drainage of the common duct it will 
be noted that none of the patients had poor re- 
sults following the operation. The mortality 
was the highest in this group, however; de- 
spite all pre-and post-operative measures which 
we employed. In the second large group of 
cases, that is, those that had a cholecystostomy, 
the results were not so gratifying. Of the four 


‘cases that obtained no relief, one was operated 


upon a year later and a stone removed from the 
common duct. Whether it was present at the 
time of the first operation or not, is an unan- 
swerable question. Since the second operation, 
however, the patient has been in good health. 
The second case of this group developed a stric- 
ture of the common duct following the opera- 
tion, for which she was later operated upon and 
has been feeling well since. The two other cases 
necessitated a cholecystectomy when a simple 
drainage failed the first time. We attribute the 


Jour. M.S.M.S. 
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present condition of those two cases who re- 
ceived only partial relief to the fact that their 
biliary system had suffered damage which sur- 
gical or medical measures could not remedy. 
Faulty living habits also play an important part 
in this group. 


Conclusions 


We would again like to stress six important 
factors in obtaining beneficial results in this 
type of surgery. 

1. Properly diagnosing the condition. 

2. Adequate pre-operative and post-operative 

treatment. 

3. Having the operation fit the condition 
found after the biliary system has been 
examined. 

4. Long continuous drainage of the common 

duct when it is indicated. 

Readjusting the patient’s living conditions 

following the operation. 

6. Early operation when correct diagnosis 
has been made. 
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IT IS INCREDIBLE THAT ANY PHYSICIAN 
CAN DIAGNOSE AND PRESCRIBE AT THE 
RATE OF FOUR OR FIVE A MINUTE 


The Westchester Medical Bulletin, under the head- 
ing “SPEED AND EFFICIENCY Noted Under State 
Medical Plan,” says: 

A taste of what medical care may become under 
governmental auspices is found in a dispatch by the 
International News Service under an Albany date line 
on January 20th. This item, published in the Journal 
American, relates to an inspection report, sharply criti- 
cizing the existence of a “pill clinic” at the Rikers 
Island Penitentiary, issued by the State Commission 
of Correction. : 

According to the inspection report an inspector for 
the Commission found that inmates reporting to sick-call 
clinics on the day of inspection, October 20, 1930, 
were handled at the rate of four or five a minute. 

“Prisoners form two columns,” the report said, “and 
as they pass a table they are given a prescription blank 
which they take to a physician who sits at a table 
~ the entrance to the examination room of the 
clinic. 

“As the prisoners pass in, they tell him what their 
ailment appears to be and he, without any examina- 
tion whatever, writes a prescription, scribbling it so 
quickly that the nurse who hands out the pills from 
a tray which he has on a table in front of him could 
not in a number of instances read the prescription. 

“In a few instances, where the inmate’s complaints 
seem to warrant further examination, the doctor di- 
rected an examination which was conducted by an- 
other physician in the examination room. After the 
close of the clinic it was found by a count of the pre- 
scriptions handed out that one hundred twenty men 
had passed through within an hour.” The inspector 
added a cryptic comment to the effect that “it appears 
that such treatment can be of little if any value, as 
it seems incredible that any physician can diagnose 
and prescribe at that rate.” 
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Clinical Medicine 
Conference 


Department of Internal 
Medicine 


University Hospital, Ann Arbor 
Service of Cyrus C. Sturgis, M.D. 


J. H., No. 425925, aged forty-seven, white, male, mar- 
ried, a ticket agent, was admitted November 11, 1939. 


History.—The patient first entered the University 
Hospital in June, 1938, with a history of weight loss, 
polyuria and polydipsia. On deep inspiration the liver 
edge was palpated 2 cms. below the right costal margin 
in the mid-clavicular line. Slight peripheral edema was 
noted. Glycosuria was present, and the patient was 
placed on a measured diet with insulin. He was never 
well regulated and frequently had mild reactions and 
“weak spells.” 

Three days before the present admission he suddenly 
lost his appetite and felt fatigued. That evening he 
awoke feeling faint and as though his heart had 
stopped. These symptoms persisted but the attacks 
were transitory. 

He had had migratory polyarthritis at the age of 
twenty-two but no cardiac symptoms. All of his family 
have rather dark skin. He had never used silver medi- 
cations or had prolonged contact with other heavy 
metals. He drinks very little alcohol. The remainder of 
the past history and family history were noncontrib- 
utory. 


Physical examination.—Temperature, pulse and res- 
piration normal. Blood pressure 105/65. The patient 
was a well developed, asthenic gray haired white male 
appearing chronically ill. The skin over the hands and 
face was a peculiar grayish-brown color but there was 
no pigmentation of the buccal mucous membranes. The 
neck veins were pulsating. There was slight dullness, 
and diminished breath sounds and tactile fremitus at 
the right base posteriorly. The heart was borderline in 
size. There was a slurring of the second sound in the 
fourth intercostal space to the left of the sternum, and 
numerous extrasystoles. The liver was markedly en- 
larged and extended to just above the right iliac crest 
in the midclavicular line. The surface felt hard and 
smooth. The spleen was not palpable. There was 
slight pitting ankle edema. 


Laboratory Data.—Urinalysis showed 3+ sugar, 4 
to 5 red blood cells per high power field and 4 to 5 
white blood cells; an occasional granular cast per low 
power field. Blood examination: Hemoglobin 88 per 
cent; red blood cells 4,300,000, white blood cells 14,500 
per cubic millimeter. Differential: polymorphonuclear 


415 





CLINICAL MEDICINE CONFERENCE 


neutrophils 61 per cent; lymphocytes 29 per cent; mono- 
cytes 6 per cent! eosinophils 3 per cent; basophils 1 
per cent. Mean corpuscular volume 108 cubic microns. 
There was slight basophilic granulation. Stool examina- 
tion was negative except for a 1+ guaiac reaction. 
There was 50 per cent retention of bromsulphalein 
after 30 minutes. Blood bilirubin was 0.2 mgms. per 
cent. Glucose tolerance test was as follows: 


Fasting—200 mgms. per cent 
Ist hour—354 
2nd hour—521 
3rd hour—498 
4th hour—400 
5th hour—374 


Total serum proteins were 7.5 per cent with an al- 
bumin-globulin ration of 0.8. Orthodiagram showed 
generalized cardiac enlargement and slight fluid accumu- 
lation at the right lung base. Sound records of the 
heart revealed a questionable presystolic sound but no 
definite evidence of valvular disease. The venous pres- 
sure in the arm was 165-195 millimeters of water. Skin 
biopsy showed hemosiderin in phagocytes about the 
sweat glands and definite encrustation of corium fibers 
with iron. 


Course in the Hospital—The glycosuria was fairly 
well controlled on 20 units of regular U 40 insulin, three 
times daily, and a 2200 calorie diet with 200 grams of 
carbohydrate. The patient lost six pounds in weight 
during the first few days and no edema has been dem- 
onstrated since. He continued to complain of weakness 
and a feeling of fullness in his abdomen. 


Discussion 


Dr. Cyrus C. Sturcis: Have you noticed any change 
in your color? 

PATIENT: I have noticed no change in color since 
1925. Prior to that time my color was somewhat light- 
er. During the summer of 1925 my skin was very dark 
brown. 

Dr. Sturcis: Have you a brother who has the same 
complexion ? 

PATIENT: Yes, he has always tanned well in the sum- 
mer, and has always had a dark complexion, generally. 

Dr. Sturcts: Dr. Thal, how do you explain the weak 
spells? 

Dr. WitLiAM S. THAL: They might be due to spon- 
taneous hypoglycemia. 

Dr. Sturcis: What is your diagnosis and on what 
basis do you make it? 

Dr. THAL: Hemochromatosis, which is verified by 
skin biopsy. He has all the classical features, the pig- 
mentation being definitely noticeable. He has had some 
impotency since the onset of the symptoms and this is 
found to occur frequently in this disease. 

Dr. Sturcis: Dr. Bethell, would you like to discuss 
this case? 

Dr. FRANK H. BeTHELL: I am not going to attempt 
to discuss the clinical aspects or pathology but will 
take up only the question of what is known regarding 
the iron metabolism in hemochromatosis. 

The total iron content of the normal male of 70 kilos 
is about 3.5 grams, which is divided into two parts: 
the fixed tissue portion and the part in the circulating 
blood. The tissue iron may be subdivided into three 
parts. The first, or so-called functional, iron is con- 
tained in the nuclei of the cells and plays a vital part 
in their metabolism. The second portion consists of 
intermediate products resulting from the breakdown 
of hemoglobin. The third part is storage iron which 
serves as a reserve source of hemoglobin formation. 
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This is a very variable type of iron. It is increased in 
pernicious anemia and in hemolytic anemias, but de- 
creased in iron deficiency anemia. The blood contains 
about 2.5 gm. iron or 45 mg. per 100 c.c. of which all 
but 0.1 mg. is present in the hemoglobin molecule, 
The 0.1 mg. is in plasma and is considered by Moore 
to be iron in transit. If we consider the figure of 
about 3 per cent for the daily removal of red blood 
cells from the circulating blood correct, then there is 
a total of 75 mg. of iron a day removed from the 
blood. Unless nearly all of this is conserved and used 
again, anemia will develop, since the daily dietary in- 
take of iron is only about 15 mg., of which probably 
not more than one-half can be absorbed. In hemo- 
chromatosis, where the fixed tissues contain from 30 
to 50 grams of iron instead of the normal 1.0 gm.,, 
there is no increase in the blood iron. There is no 
evidence of increased blood destruction. Moreover, in 
hemolytic conditions the excretion of iron is increased, 
whereas in hemochromatosis such evidence as is avail- 
able points to a decreased excretion. 


The important missing link in our understanding of 
the pathogenesis of hemochromatosis lies in our ig- 
norance of the normal intermediary metabolism of iron. 
It is known that after the breakdown of hemoglobin 
to an iron containing fraction, a pigment compound, 
and a protein, that the iron portion goes through a se- 
ries of intermediary compounds, some of which, such 
as ferratin, have been identified. The evidence indicates 
that their formation occurs in cells widely distributed 
throughout the body and by no means is restricted to 
the reticulo-endothelium system. 


The specific defect in hemochromatosis would seem 
to lie in the inability of tissue cells to complete the 
process of iron breakdown, and release the metal for 
subsequent use. A complete inability to conserve hemo- 
globin breakdown iron would remove about 75 mg. of 
iron a day, an amount that would soon lead to anemia. 
Consequently, the defect must be a partial and limited 
one. Yet if only 1/20th of this amount, or 3.75 mg. of 
iron daily, were locked up in the tissue cells, the re- 
ported total iron contents of patients with hemochroma- 
tosis could be attained in from twenty to forty years, 
and there need be no anemia, at least in the case of 
males in whom hemochromatosis occurs almost exclu- 
sively. 

Subsequent investigations on this disease seem to sug- 
gest the necessity of finding early cases. Its definite 
familial incidence should aid in the discovery of such 
cases. Estimations of whole blood and plasma iron, 
blood volume and quantitative determination of pig- 
ment excretion in urine and stools, as well as iron 
exchange studies, should be included in such a project. 
Even if this is done, we should probably be no nearer 
an understanding of the fundamental metabolic defect in 
this disease. 

Dr. Sturcis: This man noted a change in his color 
fourteen years ago. According to your argument, he 
must have been acquiring this disease for thirty to 
forty years. Dr. Conn, would you like to discuss this 
condition ? 

Dr. JEROME Conn: If this disease represents an in- 
born error of iron metabolism, it takes a very long 
time to accumulate enough iron in the tissues to cause 
organic dysfunction, since clinical hemochromatosis 1s 
a disease limited almost entirely to middle aged people. 
The incidence, furthermore, is about 20 to 1 in favor 
of males. 

What are the metabolic results of this abnormal] re- 
tention of iron? Pathologically, one finds heavy infil- 
trations of hemosiderin-laden phagocytic cells in most 
of the glandular tissues of the body. The liver and 
pancreas usually suffer the most. But marked infiltra- 
tion of the thyroid, adrenal cortex and salivary glands 
have been reported. 

With regard to the disturbed carbohydrate metab- 
olism in these cases, it must be borne in mind that one 
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is dealing with a true pancreatic type of diabetes. One 
must not make the mistake of attempting to explain 
the entire abnormality of carbohydrate metabolism on 
the basis of hepatic dysfunction. It is true that severe 
liver disease associated with normal pancreatic func- 
tion frequently results in high plateau type of glucose 
tolerance curve and glycosuria, but the fasting blood 
sugar levels are always normal or subnormal. Here 
the fasting blood sugar level is abnormally high and 
indicates pancreatic disease even though the liver is 
also probably deficient in its carbohydrate functions. 
This tendency in severe liver disease of the fasting 
blood sugar to be abnormally low may, to a certain 
extent, mask the severity of a true pancreatic diabetes 
when the two lesions are associated. Thus, a number 
of cases of severe diabetes mellitus have been reported 
to have become much “milder” with the progression of 
a cirrhosis of the liver. 


It is conceivable that the periods of extreme weak- 
ness and exhaustion in this patient are related to adrenal 
cortical insufficiency. Not only has the cortex of the 
adrenal gland been found to be intensely infiltrated in 
some cases but some have shown abnormal amounts 
of melanin in the skin in addition to hemosiderin. It 
might be of interest and perhaps of therapeutic impor- 
tance to do a diagnostic Cutler-Wilder sodium restric- 
tion test on this patient. 


Dr. Sturcis: Dr. Avery, how does Dr. F. B. Mal- 
lory of Boston feel? 


Dr. Noyes L. Avery: Dr. Mallory and Dr. . Parker 
feel that copper, at least, is very prominent in the eti- 
ology of hemochromatosis. Their early case reports 
showed rather convincing evidence of copper poisoning 
through long exposure to the metal. The characteristic 
pathologic picture can be produced in rabbits and other 
animals by administration of small amounts of copper 
over a long period of time. More recently Parker has 
found an absolute increase in the copper content of 
these livers by special staining and micro incineration 
methods. 


The characteristic change in active hemochromatosis 
is the presence of hemofuscin in the parenchymal cells, 
together with hemosiderin deposits in the periphery 
of the lobules and portal spaces. Actual cirrhosis is 
caused by degeneration presumably caused or followed 
by the hemofuscin deposits. A number of livers show 
what might be considered healed hemochromatosis as 
evidenced by the absence of hemofuscin in the hepatic 
cells. The hemosiderin deposits in the lobules and 
portal spaces with a moderate amount of cirrhosis, 
however, are present. If it is true that hemofuscin in- 
dicates activity of the disease, the so-called inactive 
cases would seem to speak against a congenital abnor- 
mality of iron adsorption. 


Dr. RAPHAEL Isaacs: It is interesting that copper is 
being used now by some people to cause an increased 
absorption of iron. It may be that in chronic copper 
poisoning there is a disturbance in the retention of 
iron. This blood is interesting inasmuch as the red 
blood cells are very large; 57 per cent larger than 7.5 
microns. The unusual feature is the marked number 
of vacuoles in the neutrophils and monocytes in the 
blood stream. There are also large cells with phogocy- 
tized material in the cytoplasm. Some of the material 
looks like debris of corpuscles; others look like clear 
vacuoles, presumably fat. The blood has some features 
of subacute bacterial endocarditis except that the poly- 
accra do not show basophilia of their gran- 
ules. 


Dr. Marvin H. Potiarp: Several years ago we had 
a man on the medical wards who had typical diabetes 
mellitus and hemochromatosis. He had obtained his 
diagnosis from a twin sister who had diabetes. She 
inquired of him as to how he was feeling and he told 
her of his symptoms. She took a sample of his urine 
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and found he had diabetes. In going back into their 
symptoms, they both had developed diabetes at the 
same time. He, in addition, had developed hemochro- 
matosis. He died shortly after he left the hospital, 
but she was still in good health without evidence of 
hemochromatosis. 


Dr. T. Haynes Harvitt: I should like to ask about 
the resistance to insulin. 


Dr. Conn: I do not think I can answer that ques- 
tion satisfactorily. I think that the patients who are 
most resistant to insulin are those who are unable to 
deposit much glycogen in their livers. It may be a 
question of the degree of the liver damage. Some pa- 
tients show marked hypersensitivity to insulin. — 

Dr. Sturcis: Apparently these patients get along 
very well until they develop diabetes. 
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SOURCES OF VITAMINS, MINERALS, 
CARBOHYDRATES 


The health-giving properties of citrus fruits are tra- 
ditional, and scientific studies attribute these qualities 
to their richness in mineral elements and vitamin 
values. For example, citrus fruits are outstanding 
sources of Vitamin C, good sources of Vitamins B and 
, and may contain appreciable amounts of other vita- 
mins. They also contain fair amounts of calcium, 
phosphorus and iron, traces of copper, magnesium and 
manganese, and 10 to 12 per cent of easily assimilable 
carbohydrates in the form of dextrose, levulose and 
sucrose. Their natural and attractive tartness is due 
to citric acid (partly free and partly as natural ci- 
trates), which is burnt in the body to yield energy, 
leaving the base-forming elements as an alkaline ash 
to balance the acidity of acid-forming foods.—J. S. 
McLester, “Nutrition and Diet in Health and Disease,” 
in Citrus Fruits and Health by Florida Citrus Com- 
mission. 
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RICHARD ROOT SMITH, 1869-1940 
An Appreciation 


HE profession of Michigan has reason to be proud of and grateful 

to Dick Smith—proud that one who was so distinctively a Michigan 
product should have attained such eminence in his chosen field. He was 
born in Grand Rapids. He graduated from the Univers'ty of Michigan’s 
Medical School. His years of intense professional activity were spent in 
Grand Rapids, and there he died on May 7th. 


The profession is grateful for his continuing effort to improve the 
standards of surgical practice, for his interest in the scientific progress 
of all branches of medicine, and for those ideals of professional integrity 
which he took every opportunity to promote. That his services to the 
profession were appreciated, and his wise counsel frequently called upon, 
is indicated by the offices that, in the course of a busy life, he filled— 
President of the Michigan State Medical Society, Regent of the Ameri- 
can College of Surgeons, of which he was a founder, Vice President 
of the American Gynecological Society, Regent of the University of 
Michigan, Lt. Col. A.E.F. commanding the American Unit which he 
organized and took over-seas. 


3ut not for the well deserved honors which came to him will Dick 
be remembered, but because that vital personality made such a marked 
impression on all with whom he came in contact. He was interested 
in many things and possessed a restless energy which took him into 
many fields, into civic and social affairs, to prize fights and tennis 
tournaments. Whether it be the history of or the game of golf, or the 
study of prehistoric man, into the subject he went with all his en- 
thusiasm. 


His vast fund of energy and an indomitable will to succeed were 
largely responsible for his surgical success. More than most men he 
made the most of his talents. A careful operator, his outstanding pre- 
eminence was due to a rare sense of surgical judgment which came as 
the result of careful observation, intense study and long experience. 


He was a most interesting conversationalist with great charm of man- 
ner. He will be sadly missed by a great host of friends who appre- 
ciated the surgeon but loved the man. 


VQurtea Ir Corks 


President, Michigan State Medical Society 
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ARE YOU A “CLINIC”? 


*" Particularly in the last few years it has 

become a rather common occurrence for one 
or more physicians to operate under the name 
“clinic.” In this way the use of individual names 
of the members of the group are suppressed and, 
in many cases, a less personal relationship is 
established. 


Occasionally this is done as a matter of con- 
venience; often, to reap the benefits of the 
reputation achieved by some of the large na- 
tionally known groups; and perhaps frequently, 
because the arrangement of service is accord- 
ing to the definition of a “clinic” as commonly 
understood and thus it is desirable to use this 
descriptive term, 


Recently, a decision from one of the com- 
panies which sells protective insurance against 
malpractice suits came to light. They say the 
name “clinic” carries with it the implication of 
an organization which is equipped to render a 
superior quality of medical service and the pa- 
tient entering has a right to expect that he will 
receive a greater degree of care and skill than 
he would at the office of an ordinary private 
practitioner. Consequently, any physician oper- 
ating under such a name would be held to a 
higher degree of care and skill than the general 
practitioner in the event he should be made the 
defendant in an action for malpractice, accord- 
ing to the legal lights of the indemnification com- 
pany. 

Another feature stressed is that each man 
with offices in the “clinic” building may be 
held liable for any negligence on the part of 
any of the others, whether medical, dental, or 
other, since the word “clinic” carries with it 
the implication of a partnership. Of course, the 
interest of the insurance company was that 
the rate to cover malpractice insurance for 
anyone who comes in that classification would 
be considerably higher than when practicing 
under one’s own name as an ordinary private 
practitioner. 

If you wear a high silk hat you may get 
your ears frozen. 


June, 1940 





IN THE FRONT LINE 


™ It is with a great deal of satisfaction that 

the medical profession of Michigan finds its 
position, in the fight to combat syphilis, well 
in the vanguard of the national program. 

Doctor Vonderlehr of the United States 
Public Health Service urges intense activity 
at three points to meet this “challenge of 
syphilis to our children” : 


1. Education about the facts for everyone 


2. Location of every case of syphilis by utilizing 
the full value of the blood test 


3. Adequate treatment for every case of syphilis. 


The Michigan State Medical Society under 
the direction of the Syphilis Control Commit- 
tee has been conducting its program along 
these lines to the fullest extent. 

The U.S.P.H.S. lists seven things which 
every woman should know and do: 


1. Insist upon a complete physical examination be- 
fore marriage for both herself and her husband, 
including a blood test for syphilis. Syphilis can 
wreck marriage. 


2. Go to the doctor at the first sign of pregnancy. 
It does no harm to see a doctor after you have 
missed a period even though you should not be 
pregnant. The sooner you are in the doctor’s 
care the more he can help you, the safer your 
baby’s health. 


3. During each pregnancy you should insist upon 
a blood test for syphilis as early as possible. The 
test should be repeated at the seventh month. 


4. Start treatment immediately upon detection of 
a syphilitic infection. Treatment must be con- 
tinued without interruption at least until the 
birth of the child. 


If the mother has syphilis, be sure there are 
careful periodic examinations and supervision of 
the infant after birth. These are necessary to 
guard against possible late symptoms of congen- 
ital syphilis. 


un 


6. Treatment of the infected mother must con- 
tinue after the pregnancy period to insure per- 
manent cure. 


7. Syphilis can be cured only by competent treatment. 
Consult a good physician. Self-treatment will not 
help you, and will make cure more difficult. The 
quack doctor cannot cure syphilis, and he is only 
after your money. 
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Continue your good work in seeing that 
every patient who comes to you for a pre- 
marital examination knows and understands 
these instructions, 

Free Michigan from syphilis. 





DON’T NURSE BABIES 


"= The U. S. Department of Labor through 

one of its bureaus supervises the adminis- 
tration of the State Unemployment Compen- 
sation This is a program 
through which specified payments are made 
to the worker who is available for work in 
industry but for whom there is no employ- 
ment. 


Commission. 


Some of the rulings are indeed weird. 


Up to very recently, a woman who had 
been employed in industry was considered 
available for work throughout her pregnancy. 
In other words, if employment was offered her 
she must accept it or else be barred from re- 
ceiving unemployment compensation. At 
present, the ruling has been modified to the 
effect that during the last three months of 
pregnancy the prospective mother is classed 
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as being ill and cannot collect for being out 
of work. However, a month after the baby 
is born she is again considered an eligible un- 
employed worker and is entitled to unem- 
ployment compensation; but if employment 
is offered she must accept it or again be for- 
bidden the money accrued to her under this 
act. Obviously, there is a strong pressure, 
economically, put on the young mother to 
detail the care of the infant to someone else 
and to feed it artificially. To most mothers 
the ten to fifteen dollars a week looms large 
when compared with the rather vague (to 
her) benefits of nursing her child. 

Also under the Labor Department is the 
Bureau of Child Welfare which is vigorously 
sponsoring a program to encourage the nurs- 
ing of babies by their mothers. 

When the governmental bureau seeks to 
regulate human lives and desires through pe- 
cuniary compensation, in opposition to the 
natural instinct and maternal desires (and 
the protection of our future citizen) it cannot 
be considered other than contrary to public 
policy. It is not a far step from such a pro- 
gram to the communistic state-owned and 
controlled child. 





UNIVERSITY OF MICHIGAN MEDICAL SCHOOL 


The Department of Postgraduate Medicine offers the following summer courses: 
Nutritional and Endocrine Problems, by Dr. L. H. Newburgh and Staff..... June 3-6 


‘ Undernutrition. 
Diseases of the endocrine glands. 


The management of diabetes. 
Nephritis. 


Vitamin deficiencies. 


Hypoglycemia. Obesity. Edema. 


Allergy, by Dr. John L. Sheldon, Resident Medical Staff and Guest Lecturers. 


The management of hay fever and asthma. 
eye and skin diseases. 
aration and use of extracts. 


Pathology, by Dr. Carl V. Weller and Staff 


(1) Special Pathology of Neoplasms 
(2) Female Genito-Urinary Organs 


(3) Special Pathology of the Eye................ 
(4) Special Pathology of Ear, Nose and Throat.... 


Summer Session Courses.................. 


Dermatology and Syphilology.................e+e8- 
Internal Medicine (ward rounds).................- 


Hematology 
Clinical Microscopy 
Neurology (lectures) 
Obstetrics and Gynecology 

(Out-patient service, case demonstration) 
Medical Roentgenology 
Surgical Anesthesia 


P Demonstration and interpretation of skin tests. 
Allergic manifestations in children. 


Ss ect ata ata ate ela cares ce wane lees esuae wn eraet ara August 5-16 


ET ee a June 24-August 16 


topes 8:00 A.M. daily 
ecerenn 9:00-11:00 A.M. daily 


ee ee | 
ee ee ee ee 


er 


eT ne a oo. aac alae ee parewememets 


June 17-21 


Allergic 


Patch testing. Angioneurotic edema. Prep- 


aswosksetrnics suambhadunl June 24-August 16 


arian acne ee od ae Seth aco eS DO Bh ee eee June 24-July 5 
Ss Grsn ala cy a near tc alte aoiw ak ai aie otha nro aee WWE July 5-July 19 


July 22-Aug. 2 


10:00-12:00 Monday and Wednesday 


ere 8:00-11:00 Monday, Wednesday and Friday 


1:00 P.M. daily 
9:00-11:00 A.M. daily 


ee 1:30-4:30 P.M. daily 
wemacee 8:00-12:00 A.M. daily 
pre re 9:00-12:00 A.M. daily 


Qualified physicians may enroll for one course or any part of it, or combine several 


courses for an individual program of study. 


Half-day attendance or alternate whole 


day attendance may be elected for certain courses by physicians in nearby centers. 
Further description will be sent upon request: 
Department of Postgraduate Medicine 
University Hospital 
Ann Arbor, Michigan 
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DIAMOND ANNIVERSARY—MICHIGAN STATE MEDICAL 


Outline of General Assembly Program 
Detroit, September 25, 26, 27, 1940 










SOCIETY 





we 


A. M. 
9:30 to 
10:00 


—_—- 


hd 


—— 


we 


10:00 to 
™ 10:30 


Wednesday, September 25 


Thursday, September 26 





Friday, September 27 





Joun H. Musser, M.D. 
New Orleans, Louisiana 
Medical subject 





Hucu H. Younc, M.D. 
Baltimore, Maryland 
Surgical subject 





10:30 to 
% 11:00 


——— 
y 


11:00 to 
11:30 


11:30 to 
12:00 


INTERMISSION TO 
VIEW EXHIBITS 





Wma. S. McCann, M.D. 
Rochester, New York 
medical subject 





AmsrosE L. Lockwoop, M.D. 
Toronto, Ontario 
Surgical subject 








P. M. 
12:00 to 
12:30 


C? cr wee «6 





(to be filled) 





SEVEN 
SECTION 
MEETINGS 
THURSDAY 
MORNING 





1 12:30 to 
1:30 


Luncheon 
VIEW EXHIBITS 








Luncheon 
VIEW EXHIBITS 



















P. A. Neat, Washington, D. C. 
Industrial Health Subject 





Henry C. Sweany, M.D. 
Chicago, Illinois 
Tuberculosis subject 





INTERMISSION TO 
VIEW EXHIBITS 





Speaker on Maternal 
Health invited 





Speaker on Mental 
ygiene invited 





Speaker on Child 
Welfare invited 





Luncheon 
VIEW EXHIBITS 





1:30 to 
2:00 


2:00 to 
2:30 


2:30 to 
3:00 


3:00 to 
3.30 


3:30 to 
4:00 


Paut A. O’Leary, M.D. 
Rochester, Minnesota 
Dermatological subject 








Wattace M. Yater, M.D. 
Washington, D. C. 
Medical subject 


Water Ivan Lititz, M.D. 


Philadelphia, Pennsylvania 
Ophthalmological subject 







Epw. Wm. Atton Ocusner, M.D. 
New Orleans, Louisiana 
Surgical subject 








INTERMISSION TO 
VIEW EXHIBITS 


Joun G. Downtne, M.D. 
Boston, Massachusetts 
Dermatological subject 






CHEVALIER L. Jackson, M.D. 
Philadelphia, Pennsylvania 
Otolaryngological subject 








RatpH M. Waters, M.D. 
Madison, Wisconsin 
Anesthesia subject 


INTERMISSION TO 
VIEW EXHIBITS 





INTERMISSION TO 
VIEW EXHIBITS 








CuarLes F. McKuann, M.D. 
Boston, Massachusetts 
Pediatric subject 


Tuos. T. Macxtisz, M.D. 
New York City 
Medical subject 







Joun D. Camp, M.D. 
Rochester, Minnesota 
Radiological subject 





JosEPH STOKES, Jr., M.D. 
Philadelphia, Pennsylvania 
Pediatric subject 







Jacop P, GREENHILL, M.D. 
Chicago, Illinois 
Obstetrical subject 





4:00 to 
4:30 


RicHarp N. Prerson, M.D. 
New York City 
Obstetrical subject 


J. Deryt Hart, M.D. 
Durham, North Carolina 
Surgical subject 







REGINALD Fitz, M.D. 
Boston, Massachusetts 
Medical subject 





{ 4:30 to 
6:00 


VIEW EXHIBITS 


VIEW EXHIBITS 





6:00 to 
8:00 


President’s 
Banquet 


Alumni and Fraternity 
Dinners 





8:00 to 
10:00 








President’s Night 
Rurus I. Core, M.D. 
Mt. Kisco, New York 








Postgraduate Convocation 
an 
Smoker 










END OF CONVENTION 
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All General Assemblies will be held in the 


Grand Ballroom, Book-Cadillac Hotel, Detroit. 





MICHIGAN MEDICAL SERVICE 


HE experience of Michigan Medical Serv- 
ice during the first two months substan- 
tiates the soundness of the principles on which 
the medical profession has founded its plan. 
The large number of persons who have ex- 
pressed a desire to participate in the doctors’ 
plan is real evidence that the people of Mich- 
igan want a non-profit, non-political, prepay- 
ment medical plan. 

The cooperation of the great majority of 
doctors of medicine in the state is further con- 
firmation of the desirability of a professionally 
controlled plan for the application of the in- 
surance principle to payments for medical 
service. 

The payment of thousands of dollars to doc- 
tors of medicine according to the full schedule 
of benefits demonstrates that prompt payment 
for service rendered and no losses because of 
bad debts or charity service are realities under 
a medical service plan. 

The lack of red tape and the careful observ- 
ance of professional relations illustrate the wis- 
dom of establishing Medical Advisory Boards 
and of having all administration under medical 
supervision. 


Enrollment 

During March and April, 61,709 persons 
were enrolled in Michigan Medical Service. 
Of these persons, 1,341 are enrolled in the 
Medical Service Plan and entitled to re- 
ceive services of doctors of medicine in the 
home and in the office as well as medical 
and surgical care in the hospital; 60,368 are 
enrolled in the Surgical Benefit Plan and 
entitled to surgical and x-ray services when a 
bed patient in the hospital. 

Michigan Medical Service is now in actual 
operation throughout the state, and doctors in 
practically every locality may have patients who 
are subscribers. Every week new groups of 
subscribers are being enrolled; a new state-wide 
group of more than 800 subscribers is the em- 
ployees of the Michigan Unemployment Com- 
pensation Commission. 


Payments for Services 
The substantial number of subscribers en- 


rolled has made possible a normal demand for 
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MICHIGAN MEDICAL SERVICE REGISTRATION 
HONOR ROLL 


Members of our ‘County Medical Societies are 
recognizing the great social value of Michigan 
Medical Service, and have indicated their belief 
and their desire to participate by a high percent- 
age of registration with Michigan Medical Serv- 
ice. 

Below is listed the “Honor Roll,” those socie- 
ties with a registration (as of April 10, 1940) 
of 75 per cent or more of their membership: 


100 per cent 


Menominee 
Newaygo 


90 to 99 per cent 
Wexford-Kalkaska-Missaukee 


80 to 89 per cent 
Calhoun 
Grand Traverse-Leleenau-Benzie 
Tuscola 


75 to 79 per cent 
Hillsdale 
Ontonagon 
St. Joseph 


Additional registrations being received daily 
will soon place other societies on the Honor Roll. 
An Application for registration may be found on 
page 424 for the convenience of physicians. 
Merely remove the blank, sign and return it to 
2014 Olds Tower, Lansing. 














= 


services and sufficient funds to pay the full 
schedule of benefits to all doctors. 

During March $11,465.25 was paid for serv- 
ices rendered. For services rendered during 
April, doctors will receive at least $20,000, 
through Michigan Medical Service. The pay- 
ment to doctors of the full prevailing charge for 
each service is a primary purpose of Michigan 
Medical Service; a corollary to the purpose of 
helping subscribers meet medical bills by making 
small payments monthly in advance. 


Codperation of Doctors 

A most significant experience has been the 
fact that doctors of medicine codperate whole- 
heartedly in a medical service plan that is prop- 
erly organized and professionally administered. 

Applications for Registration are being re- 
ceived daily to add to the total of 3,047 doctors 
of medicine who have indicated their willingness 
to participate in Michigan Medical Service. All 
doctors of medicine who have not already done 
so are urged to send in their applications im- 
mediately. The united support of Michigan 


Jour. M.S.M.S. 
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Medical Service by the entire medical profes- 
sion of Michigan will give pause to those who 
cry that doctors cannot agree on anything. 
Michigan Medical Service will be just what 
every individual doctor makes it. Sincere en- 
thusiastic cooperation plus real eftort to make 
the plan serve both the patient and the doctor in 
overcoming the economic burden of illness 
should be the contribution of every doctor. 


How to Help 


Each doctor can do his part by noting the 
following points: 

1. Send an Initial Service Report on the 
form provided by Michigan Medical Service 
immediately when your services are request- 
ed by a subscriber. 


Note: (a) Subscribers to the Medical Service 
Plan may receive services of doctors of med- 
icine in the home and office as well as medical 
and surgical care in the hospital—including 
consultation, x-ray, laboratory and anesthesia 
Obstetrical care is included after 
twelve months of membership. 


services. 


For tuberculosis, venereal diseases and men- 
tal disorders, only those services necessary to 
For 


cancer and malignant growths, services neces- 


establish a diagnosis will be provided. 


sary to establish a diagnosis and the initial 
operative or radiologic treatment will be pro- 
vided. 

Surgical treatment of appendicitis and 
hernia is not included if the subscriber has 
had one or more attacks previous to the date 
of his certificate. 

Medical services for alcoholism, drug addic- 
tion, self-inflicted and Workmen’s 
Compensation cases are not benefits under 
Michigan Medical Service. Nor are drugs, ma- 


injuries 
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terials, appliances or supplies to be paid for 
by Michigan Medical Service. 


(b) Subscribers to the Surgical Benefit 
Plan are entitled to surgical and x-ray serv- 
ices only when a bed patient in the hospital. Ob- 
stetrical care in the hospital after twelve months’ 
membership is also provided. 

Surgical Services include operative and cut- 
ting procedures for the treatment of disease 
and injuries, and the treatment of fractures and 
dislocations (when performed in a_ hospital). 
Strictly medical or diagnostic services in the 
hospital are not included as a benefit of this 
partial service plan. 

X-ray services include diagnostic x-rays not 
to exceed $15.00 during a subscription year for 
each person enrolled. 

2. Please inform subscribers who inquire 
about the payment of the initial charge 
($5.00) under the Medical Service Plan that 
Michigan Medical Service will send them a 
notice when payment is due. 

Note: The initial charge, up to $5.00, will be 
collected directly from the subscriber by Mich- 
igan Medical Service. The doctor’s bill for serv- 
ices, including the initial charge (whether $5.00 
or less), will be paid to the doctor by Michigan 
Medical Service. 

3. At the completion of services, but not 
later than the end of each month, a Monthly 
Service Report (the bill form for services rend- 
ered) should be sent to Michigan Medical Serv- 
ice. The Monthly Service Report forms will 
be supplied by Michigan Medical Service. 


NOTE: Monthly payments can be made if 
doctors bill promptly. Be sure to complete your 
Monthly Service Report in full to avoid delay 
in approval for payment. 





“There is indication today that the back-breaking federal health program proposed by 


Senator Wagner has been abandoned. 


The President of the United States, we have reason 


to believe—at least for the present, has considered this bill extravagant and unachievable. 
For how long this economic retraction is good there is no way of predicting. There is one 
prediction, however, that offers hope; that is that if every physician made it his business 
to acquaint his patients and his friends with the evils of politically administered medicine, 
there would be a permanent cessation of effort on the part of the politician to force this 





foreign system upon a free people.” 


JUNE, 1940 


Nebraska State Medical Journal, March, 1940. 








If you have not already done so, please sign and return to: 
Michigan Medical Service, 2014 Olds Tower, Lansing, Michigan 


APPLICATION FOR REGISTRATION 
with 
MICHIGAN MEDICAL SERVICE 


1940 





To Michigan Medical Service: 


I am a doctor of medicine, duly licensed to practice in the State of Michigan, will- 
ing to provide medical services under the medical service plan of Michigan Medical 
Service, a non-profit corporation, and I hereby apply for registration thereunder. 


I agree to abide by the Articles of Incorporation, By-Laws, and the Regulations of 
Michigan Medical Service, and amendments thereto, in matters relating to the Michigan 
Medical Service plan, and the same are made a part hereof. 


I agree to furnish reports of services rendered to patients under the medical service 
plan of Michigan Medical Service, to accept compensation for such services in accord- 
ance with the regulations of Michigan Medical Service, and, unless permitted by these 
regulations, to make no direct charge to such patients for services rendered under the 
Michigan Medical Service plan. 


No parties other than myself or Michigan Medical Service shall have any right as 
the result of any agreement between myself and Michigan Medical Service. 


It is understood that I may at any time discontinue participation in the Michigan 
Medical Service plan by giving fifteen days’ notice in writing to Michigan Medical Service. 


My office address to which all communications from Michigan Medical Service are to be 
sent is: 


SOOO OHHH HOE OT HE EEHEEH ESTEE ETO E ESET SESE EEE EEESEEEEEEEEEEEEES CEOEEEEEEEEESS SESEE TEES EE EEESEEES OSES OSES EES EEEE ESE EES SESEEEESE SESE ESSE SS EES SEES SEES SESE EEE EESED 


(Please print or typewrite name) (Street and number) (City or town) 


Physicians who are NOT members of the Michigan State Medical Society 
please enclose $5.00, which is the per capita payment made by the 
Michigan State Medical Society on behalf of members. 











Specialists may register to provide only those services in their specialty. 


Jour. M.S.M.S. 
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MEDICO-LEGAL EVIDENCE* 
By L. M. Forp, LL. B., J.D. 


Unfortunately, for the accused in the trial 
of a malpractice case, he is confronted with 
twelve non-medical men with human prejudices, 
and human sympathies, as the judges of his 
work and they are often horrified by the exhi- 
bition of an injury frequently aggravated by the 
neglect of the patient. All these circumstances 
are played up to full advantage by plaintiff’s 
counsel for the purpose of eliciting sympathy 
or creating prejudice. 

In order to protect the practitioner against 
injustice incident to these circumstances, as well 
as the ignorance and prejudices of jurors, the 
courts have announced certain rules governing 
the trial of a civil malpractice suit. This article 
will discuss these rules in two phases. First, 
the character of evidence necessary to show 
negligence. Second, the qualification of the wit- 
ness who gives such evidence. 


Evidence to Show Negligence 


The first of these rules grows directly out of 
the fundamental rule underlying the liability of 
a physician and surgeon. “Most professional 
men are employed or retained in order that they 
may give the benefit of their peculiar and in- 
dividual judgment and skill. A lawyer, for in- 
stance, does not contract to win a law suit, but 
to give his best opinion and ability. He has 
never been held to liability in damages for a 
failure to determine disputed questions by Courts 
of Appeal. It would be just as unreasonable 
to hold a physician liable for more than aver- 
age care and skill in determining uncertain prob- 
lems presented in surgery and medicine. Those 
problems concern, in the first place, the consti- 
tution of the human mind and body, and in the 
second place, the nature of his science itself. 
The surgeon does not deal with inanimate or 
insensate matter like the stone mason or brick- 
layer, who can choose his materials, and adjust 
them according to mathematical lines, but he 
has a suffering human being to treat, a nervous 
system to tranquilize and an excited will to 
regulate and control. Where a surgeon under- 
takes to treat a fractured limb he has not only 


_ This article is Part I in the second of a series of authorita- 
tive discussions on medico-legal problems written by Mr. Ford. 
Attorney for the Medical Protective Company, Wheaton, III. 


P. 


art II of this article will follow in the next issue. 
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to apply the known facts and theoretical knowl- 
edge of his science, but he may have to contend 
with very many powerful and hidden influences, 
such as want of vital force, habit of life, heredi- 
tary disease, the state of the climate. These, 
or the mental state of his patient, may often 
render the management of a surgical case diffi- 
cult, doubtful and dangerous; and many have 
greater influences in the result than all the sur- 
geon may be able to accomplish, even with the 
best skill and care.” 

“On two historic occasions the greatest sur- 
geons in our country met in conference to de- 
cide whether or not they would operate upon the 
person of a President of the United States. 
Their conclusion was the final human judgment. 
They were not responsible in law, either human 
or divine, for the ultimate decree of nature. The 
same tragedy is enacted in a less conspicuous 
manner every day in every part of the country. 
The same principles of justice apply. Shall it 
be held in such cases where there is a funda- 
mental difference, among physicians, as to what 
conclusion their science applied to knowable 
facts would lead to, that what they with their 
knowledge, training and experience are unable 
to decide, and what, in the nature of human 
limitations, is not susceptible of certain deter- 
mination shall be autocratically adjudged by 
twelve men in a box, or by one man on the 
bench, or by a larger number in an Appellate 
Court, none of whom are likely to have the 
fitness or capacity to deal with more than the 
elements of the controversy?” 


No “Cure” 

Hence the undertaking of the medical prac- 
titioner is not that he will effect a cure but 
that he will treat his patient in the manner that 
the average physician or surgeon would under 
like circumstances. The law recognizes that the 
practitioner can follow no set rules in treating his 
patient and hence holds him to none. 

It recognizes the practice of his profession 
as a science and requires him to apply to the 
treatment of any given case the precepts of 
that science as dictated by his best judgment. 
Hence there must be some affirmative proof that 
what the accused did was not the application of 
the principles of his science in the manner they 
would have been applied by the physician and 
surgeon of average care and skill. Under the 
decisions of our courts this question cannot be 
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determined by comparison with the usual stand- 
ards of human action but must be determined 
by the evidence of those who are expert in this 
field of endeavor. In a suit for malpractice this 
evidence can only be given by physicians and 
surgeons and this rule is well sustained by the 
decisions of our court. 


Taft's Decision 

In a suit involving the treatment of an eye 
in which a judgment was rendered against the 
physician, Judge Taft, then a member of the 
United States Circuit Court, said: “In many 
cases expert evidence, though all tending one 
way, is not conclusive upon the court or jury, 
but the latter, as men of affairs may draw their 
own inference from the facts and accept or re- 
ject the statements of experts; but such cases 
are where the subject of discussion is on the 
border line between the domain of general and 
expert knowledge, as for instance, where the 
value of land is involved, or where the value 
of professional services is in dispute. There 
the mode of reaching conclusions from the facts 
when stated is not so different from the infer- 
ences of common knowledge that expert testi- 
mony can be anything more than a mere guide. 
But when the case concerns the highly specialized 
art of treating an eye for cataract, or for the 
mysterious and dread disease of glaucoma with 
respect to which a layman can have no knowl- 
edge at all, the court and jury must be depend- 
ent on expert evidence. There can be no other 
guide, and, where want of skill or attention is 
not thus shown by expert evidence applied to the 
facts, there is no evidence of a proper nature 
to be submitted to a jury. 

The Supreme Court of Vermont, in an opin- 
ion reversing a judgment against a physician for 
malpractice, says: “The defendant’s motion 
should have been sustained, for to warrant the 
finding of malpractice it was necessary to have 
medical expert testimony to show it, and there 
was none; but, on the contrary, there was such 
testimony tending to show that the treatment was 
proper, and according to the principles and 
practice of defendant’s profession. It was not 
enough to show merely that the treatment was 
injurious, but it was necessary to go further, 
and show by competent witnesses that the requi- 
site care and skill was not exercised in giving 
it, for that was the only question and that was 


not done. (To be continued) 
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UPPER PENINSULA MEDICAL SOCIETY 
Meeting of 1940 


Menominee, Michigan 
July 10 and 11, 1940 


PROGRAM 





Wednesday, July 10, 1940 


10:00 A.M.—Registration, Menominee Hotel. 

12:00 M.—Testimonial Luncheon to Officers of Mich- 
igan State Medical Society. Brief ad- 
dresses by President B. R. Corpus, Grand 
Rapids and Secretary L. Fernald Foster, 
M.D., Bay City 


Afternoon Session 


S. C. Mason, M.D., presiding 
1:30—Albert H. Montgomery, M.D., Chicago. “Ab- 
dominal Conditions in Children.” 
2:15—Vincent J. O’Connor, M.D., Chicago. “Recent 
Progress in Urology.” 
3:00—Intermission to View Exhibits. 
3 :30—Rollin G. Woodyatt, M.D., Chicago. “Diabetes.” 
4:15—L. E. Hamlin, M.D., Norway, Mich. “Silicosis.” 
5 :00—Business meeting. 


Evening Session 
6 :30—Annual Banquet, Riverside Country Club. 
Speaker: R. G. LELAnp, M.D., Chicago. ‘Health 


of the American People.” 
Dancing and entertainment. 


Thursday, July 11, 1940 


Mormng Session 
S. C. Mason, M.D., presiding 
9 :00—W., L. Sherman, M.D., Detroit. “Anuria.” 
9:45—LeMoyne Snyder, M.D., Lansing. “Medicolegal 
Problems.” 
10 :30—Intermission to View Exhibits. 
10:45—Elmer L. Sevringhaus, M.D., Madison. “Treat- 
ment of the Menopause.” 
11:15—L. D. Smith, M.D., Milwaukee. “Fractures of 
the Hip.” 


Luncheon and Afternoon Session 


12:15—Luncheon and Round-table Discussion on “Lab- 
oratory Problems.” Sponsored by State Health 
Commissioner H. ALLEN Moyer, M.D., and the 
State Board of Health. 








COMMUNICATION 














East Lansing, Michigan 
May 10, 1940. 
Dr. L. Fernald Foster 
2020 Olds Tower 
Lansing, Michigan 
Dear Doctor Foster: 


I should like to take this opportunity to thank the 
Michigan State Medical Society for assisting me SO 
ably in the recent case of Muir vs. LeDuc and Doub. 
I shall always be obligated to the Society for its 
timely assistance. 

Very truly yours, 
Don M. LeDuc, M.D. 


Jour. M.S.M.S. 
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“THE CASE FOR PRIVATE MEDICINE” 


Nation’s Business for May presents a very 
excellent article entitled ‘““The Case for Private 
Medicine.” This is a fine, straightforward fac- 
tual story which every doctor of medicine in 
the United States should read, and should by all 
means recommend to his patients and friends. 
The May Nation’s Business should be on the 
table in every doctor’s waiting-room in the land. 

Merle Thorpe, Editor and General Manager 
of Nation’s Business, knows the facts about the 
evils of state-managed medicine and has the 
courage to present this information to his pub- 
lic. Congratulations, Editor Thorpe! 





RELIEF CLIENTS MAY PICK 
OWN PRACTITIONER 


County social welfare directors and board 
members had it called to their attention Friday 
that relief clients have the legal right to choose 
their own type of doctor, whether medical, osteo- 
pathic or chiropractic. 

In a notice from the state social welfare com- 
mission, signed by Mrs. George W. Rogers, di- 
rector, provisions of law bearing on the subject, 
were re-stated. The notice concluded:: “ 
Therefore if a client requests that he be treated 
by an osteopathic physician or a chiropractor, 
the law provides that his request shall be given 
the same consideration as though he had re- 
quested a doctor of medicine.” 

The commission’s notice came as the result 
of a protest from Representative Warren G. 
Hooper (R) of Albion that some county relief 
officials were discriminating in favor of local 
medical associations—Lansing State Journal, 
April 26, 1940. 

Representative Hooper, who represented the 
osteopaths at this hearing, is chairman of the 
Public Health Committee in the Michigan House 
of Representatives —Editor. 





FEES FOR WITNESSES 


“No expert witness shall be paid or receive as 
compensation in any given case for his services 
as such, a sum in excess of the ordinary witness 
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fee provided by law, unless the court before 
whom such witness is to appear, or has appeared, 
awards a larger sum.” This is a quotation from 
Section 14223 of the Michigan Compiled Laws 
of 1929. It applies to testimony in a court of 
record and specifically authorizes the court to 
grant fees in excess of the statutory amounts, 
which in Section 17483 are set at the following 
maximum limits: $2.00 for a full day, $1.00 
for a half day, plus 15 cents a mile, one way, 
for traveling expenses. 

Justice Court fees for witnesses are $1.50 a 
full day, 75 cents a half day, plus 15 cents a 
mile, one way, for traveling expenses. 

Fees for attending coroners’ inquests are set 
(in Section 15484) at $2.00 for each day’s at- 
tendance and $1.00 for each half-day, plus 10 
cents a mile, one way, to cover traveling ex 
penses. If a doctor gives expert testimony in 
a coroner’s inquest, there is no legal provision 
for paying an expert witness fee. A physician 
has the right to decline to give expert testimony 
in a coroner’s inquest, as well as in a court of 
record. But if he gives expert testimony in a 
coroner’s court, the statute limits the compensa- 
tion as above indicated. 

Section 17415 authorizes a coroner to sum- 
mon the attendance of a competent surgeon 
whenever he shall deem it necessary, and the 
surgeon shall receive such compensation for his 
services as shall be allowed by the County Audi- 
tor. This applies to autopsies performed by a 
surgeon. 





ANTIDOTE TO SLEEPLESS NIGHTS 


The following recommendations cannot be re- 
peated too often: 


1. In any injury involving a joint, obtain 
an x-ray. 

2. In any injury of more than minor sever- 
ity, secure an x-ray. 

3. In every fracture, secure and retain the 
x-ray, before. and after reduction, at intervals 
during the progress of repair, and a final x-ray 
when the patient is about to be discharged. 


4. In severe, comminuted, compounded or 
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multiple fractures, obtain one or more consul- 
tants and have them record their observations 
and advice upon the record chart. 

5. Keep accurate records and under no cir- 
cumstances relinquish their possession. 

6. Never start legal action for the amount 
of your services until the statute of limitations 
has expired. 

7. Be guarded in your prognosis and with- 
hold glowing promises. Be frank with the pa- 
tient and relatives; inform them as to what 
complications may arise. 

8. Visit your patient frequently the first three 
days and instruct the nurse or relatives to 
promptly advise you if persistent pain continues 
or undue edema is noted; see your patient regu- 
larly at short intervals. 

9. Before reduction and also after reduction, 
investigate to ascertain if there is any nerve 
injury. If in doubt call a neurologist in con- 
sultation. 

10. Remember that it is always the neglected 
case, the simple fracture and the “old patient” 
that produces bad end-results and eventuates in 
claims and suits for malpractice. 

11. If you are disinclined to accord every pa- 
tient who has sustained a fracture this type of 
professional care, then do not undertake to treat 
fractures. If you fail to observe these rules, 
sooner or later you will encounter legal diffi- 
culties. 

12. Memorize these recommendations and 
you'll help to decrease claims and suits for mal- 
practice. 





THE DUTIES OF PHYSICIANS 
TO EACH OTHER AND TO 
THE PROFESSION AT LARGE 


ARTICLE 1.—Duties to the profession uphold 
honor of profession. 


Section 1—The obligation assumed on enter- 
ing the profession requires the physician to com- 
port himself as a gentleman and demands that he 
use every honorable means to uphold the dig- 
nity and honor of his vocation, to exalt its 
standards and to extend its sphere of usefulness. 
A physician should not base his practice on an 
exclusive dogma or sectarian system, for “sects 
are implacable despots; to accept their thraldom 
is to take away all liberty from one’s action and 
thought.” (Nicon, father of Galen.) 
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YOU AND YOUR BUSINESS 


Medical Societies 


Section 2.—In order that the dignity and honor 
of the medical profession may be upheld, its 
standards exalted, its sphere of usefulness ex- 
tended, and the advancement of medical science 
promoted, a physician should associate himself 
with medical secieties and contribute his time, 
energy and means in order that these societies 
may represent the ideals of the profession — 
Extract from Chapter III of Principles of Medi- 
cal Ethics. 





OUR INDUSTRIAL STATE 


1. Population (1930) 4,842,325—3.94 per cent of United 
States 


2. Population engaged in industries 
a. Manufacturing (1935) 535,864—7.26 per cent of 
United States 
b. Agriculture (1937) 310,955—2.50 per cent of 
United States 
c. Mining (1930) 20,380—2.10 per cent of United 
States 
d. Forestry and Fishing (1930) 12,531—5.00 per 
cent of United States 
3. Value added to products (1935) 
a. Manufacturing $1,588,489,000—8.1 per cent of 
United States 
Michigan ranks fifth among the states and is 
exceeded only by New York, Pennsylvania, IIli- 
nois, and Ohio. (In value of goods manufac- 
tured Michigan produces $4,020,909,000 or 8.75 
per cent of United States and is exceeded only 
by New York and Pennsylvania.) 
4. Value of products produced in Michigan 
a. Agricultural (1937) 65 crops $155,148,000—2.4 
per cent of United States total 
Michigan ranks seventeenth among the states 
with practically the same value for farm prod- 
ucts as Kentucky and Alabama. 
b. Mining and petroleum (1937) $119,167,000—2.2 
per cent of United States total 
Michigan ranks twelfth among the states 


5. Population distribution and value of products with- 


in Michigan (two-thirds business automobiles) 


Population Value 
Manufacturing 61.0% 85.2% 
Agriculture 35.3 8.4 
Minerals ae 6.4 





The California Physician’s Service, March 15, had 
275, Total Groups; 9,100 Total Members and Unit Value 
(December) was $1.60.—California and Western Med:- 
cine (March, 1940). 


Jour. M.S.M.S. 
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w. A. MARKLAND SAYS 
The Detroit News veteran of political com- 
mentory wrote the following paragraphs about 


Lansing activities in his column of Sunday, 
April 21, 1940: 


“That peculiar offshoot of State government, the 
Emergency Appropriations Commission, spent a recent 
afternoon in Lansing, handed out nearly half a mil- 
lion dollars, and went home. It was that easy. 

“Among the beneficiaries of its wisdom and gener- 
osity were three veterans’ organizations who wanted 
help in financing this year’s conventions. This was just 
an illustration of how easy it is for legislators to see 
an “emergency” when it is pointed out by powerful, 
organized voting groups. 

“There is a widespread belief that the Emergency 
Appropriations Commission, created in 1937, has ex- 
ceeded its authority in this respect, and in others, but 
there have been no formal opinions from the attorney- 
general on that subject. There is a reason for that. 
Members of the commission approached Atty.-Gen. 
Raymond W. Starr in the 1937-38 Administration and 
talked over the matter of handing out money for con- 
ventions. 

“It’s illegal,’ said Starr, in effect. 

“Well, if that is the way you feel about it, never 
mind writing any opinion for us,’ said the commission 
members. 

“Members of the present commission also have dis- 
cussed the problem with members of the staff of Atty.- 
Gen. Thomas Read. 

“‘We would be glad to prepare an opinion for you, 
but we don’t think you want it,’ the questioners were 
told. 

“That was plain enough—and that’s the reason you 
can search the commission records and the files of the 
attorney-general without finding any such opinion.” 


Meanwhile, Crippled Children, wards of the 
State, are being denied real emergency treat- 
ment in all parts of Michigan for lack of an 
adequate appropriation to furnish hospitalized 
care most direly needed!!!—Editor. 





THE WAGNER-GEORGE HOSPITAL 
CONSTRUCTION BILL OF 1940 


The purpose of U. S. Senate Bill 3230 is to 
offer grants in aid to assist states and other 
political sub-divisions in constructing, improving 
and enlarging needed hospitals especially in rural 
communities and economically depressed areas, 
and to assist in the maintenance of such hospitals 
and in the training of personnel. 
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The sum of $10,000,000 per annum for six 
fiscal years would be appropriated. 


Plans for hospitals are to be submitted to the 
Surgeon General of the United States Public 
Health Service, who would administer the Act, 
for which an additional $500,000 for each of the 
six fiscal years would be appropriated. During 
the first year the Surgeon General would have 
control of the building of the hospitals, erected by 
the Federal Works Agency by funds transferred 
to it by the Federal Security Administrator. 
The federal government will lease the buildings 
to the political subdivisions, and if the Surgeon 
General finds that the lessee has operated any 
such hospital for five years in accordance with 
the rules and regulations, the Federal Security 
Administrator shall convey such hospital to the 
lessee thereof, upon recommendation of the Sur- 
geon General. 


After the first year grants of not less than 25 
per cent nor more than 90% of the cost of con- 
struction and equipment, not counting cost of 
the site will be made to the states to build hospi- 
tals. If the Surgeon General deems it necessary, 
the U. S. may aid in financing the maintenance of 
the hospitals for the first five years. 


Three Amendments Proposed 


Senate Bill 3230 now has the following defini- 
tion of the term “hospital” : 


“The term ‘hospital’ includes health, diagnos- 
tic and treatment centers, the equipment thereof 
and facilities relating thereto.” 


This definition has been taken almost ver- 
batim from Senator Wagner’s national health 
bill, S-1620. It finds no justification in anything 
contained in the President’s special message to 
Congress suggesting a hospital building pro- 
gram which, presumably at least, the reported 
bill attempts to effectuate. 


The potentialities wrapped up in this defini- 
tion need not be emphasized! Under the bill, 
with this definition in it, health, diagnostic and 
treatment centers may be constructed and main- 
tained entirely separate and apart from hospitals 
as they are now known to exist. 


The impact 
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that such a building program would have on the 
practice of medicine in Michigan and in the 
United States can easily be visualized, since as 
the Senate Committee’s report suggests, the 
pending bill is framed to fit in with a larger 
program being evolved by the Committee, this 
definition is of major importance. As a mat- 
ter of fact, there is no need for any definition 
of the term “hospital” in the bill, unless it is 
contemplated that its provision shall relate to 
facilities other than those commonly known and 
recognized as hospitals. From the standpoint of 
Medicine, the bill would be a much more accept- 
able measure if the definition of the term “hos- 
pital” were stricken from it. 

The bill creates a “National Advisory Hospi- 
tal Council” which is given very limited authority 
in the bill as reported, except during the first 
year of operation when all applications must be 
approved by the Council. Thereafter, it may 
only advise—which is the first objection. In the 
second place, it is felt that the appointment of 
the Council should be lodged with the President 
of the United States, rather than with the Sur- 
geon General of the United States Public Health 
Service. This thought is expressed without any 
desire to reflect on the Surgeon General, but if 
the Council is to function adequately or is to as- 
sume any important place in the hospital con- 
struction picture, it would seem that the Presi- 
dent might have a somewhat more detached view- 
point as to the qualifications to be possessed by 
its members. 

The above views on the three suggested 
amendments have been transmitted by the Michi- 
gan State Medical Society to Prentiss M. Brown 
and Arthur H. Vandenberg, Michigan Senators 
in Washington, D.C., who have expressed 
cooperative interest in these proposed changes. 





TRYING TO JUSTIFY FEDERAL CONTROL 


Few persons who are really sick have been 
unable to obtain proper medical care. It is hard 
to believe the general conclusions of the Inter- 
departmental Committee when we find that the 
health of the nation has never been as good as 
it is now. This Interdepartmental Committee 
to Coordinate Health and Welfare Activities of 
the federal government was a typical New Deal 
setup, created to justify and publicize a precon- 
ceived plan for extending federal control over 
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the whole problem of health. 





Its reports ex- 
aggerate the need, and try to present a picture 
of neglect and medical inefficiency, which is very 
far indeed from the truth. As a matter of fact, 
the accomplishments of medicine in the United 
States in the past fifty years have been extra- 
ordinary, and have not been exceeded in any 
other country in the world. 


—Rosert A. Tart, 
U. S. Senator from Ohio. 





A MICHIGAN MAN TELLS CONGRESS 


“The assessed valuation of property in my 
own State of Michigan in 1936 was $5,630,426,- 
000. Michigan paid into the Federal Treasury 
during the first six years of this Administration, 
from July 1, 1933 to June 30, 1939, $1,275,840,- 
264, or a sum equal to nearly 23 per cent of 
Michigan’s 1936 property valuation. It has been 
estimated that the taxpayers of Michigan have 
paid, in addition to that sum, during those same 
six years, somewhere around $1,500,000,000 in 
state and local taxes, fees, etc. When we add 
this state and local tax burden to the Federal 
burden, we find that the people of Michigan— 
and they are all taxpayers, direct and indirect— 
have paid into the Public Treasury during those 
six years a sum that equals nearly 50 per cent 
of the assessed valuation of every piece of real 
and personal property placed upon the assess- 
ment rolls by the local assessing officers in 1936. 

“Michigan’s population in 1930 was 4,842,345. 
This means that there has been collected in Mich- 
igan in various kinds of taxes, Federal, state, 
and local during those six years, a sum equal- 
ing somewhere around $500 for every man, 
woman and child in the State, or a sum equal 
to about $2,000 for every family of four in the 
State.”—Rep, ALBERT J. ENGEL, Michigan, May 


- 7, 1940. 





“A cancer specialist,” Edward LaMotte of Garden, 
Michigan, located in the Upper Peninsula, pleaded 
guilty on May 9 to the charge of practicing medicine 
without a license. LaMotte was sentenced to three 
years’ probation during which time he must make 
monthly appearances before the sentencing judge to 
prove he is not practicing medicine in any form 
within Michigan, under penalty of spending six of 
more months in jail. Credit for curtailing the ac- 
tivities of this layman goes to Captain L. A. Potter, 
Inspector for the State Department of Health, and 
members of the medical profession in Delta County. 


Jour. M.S.M.S. 
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TREATMENT OF CANCER 


As Advocated by the Cancer Committee of the 
Michigan State Medical Society and the 
Michigan State Department of Health 


The treatment of cancer must remain empirical un- 
til we learn more of the fundamental facts of the dis- 
ease. It is not surprising that many authorities using 
different therapeutic agents and combinations of agents 
and different criteria of evaluation have arrived at 
various conclusions, many of which seem contradictory. 
At present, the picture is confusing. The minds of 
many physicians cannot but reflect this confusion when 
confronted with a patient afflicted with a cancer. 


The Cancer Committee of the State Medical Society, 
working in collaboration with the State Department 
of Health, inaugurated a program of post-graduate 
education in cancer beginning in May of 1939. The 
primary purpose of the endeavor was to improve the 
treatment of malignancy. To accomplish this a field 
representative visited almost every community in the 
State, contacting as many members of the medical 
profession as possible. As a basis for this work a spe- 
cific plan of therapy for the more common types of 
malignancy was formulated. In compiling the outline 
many factors were taken into consideration. The lit- 
erature was reviewed and the larger clinics in the 
East and Midwest were visited. The procedures advo- 
cated are those used in the majority of the larger 
cancer centers. It is readily admitted that for any one 
procedure advocated or statement made, evidence can 
be found in the literature to question or refute it. It is 
also true that in the next six months or a year medical 
progress may prove some of these procedures inferior. 
Because of this the Cancer Committee plans to re-edit 
and enlarge the outline at appropriate intervals. 


The standardization of therapeutic procedures in 
treatment of cancer does not solve the cancer problem 
in an area as large as the State of Michigan. Geo- 
graphical, social and economic factors as well as avail- 
ability of adequate equipment and specialized personnel 
are important factors in deciding just how any one 
case of cancer is treated. Michigan is one of the 
largest states. It is rural and sparsely populated in the 
north, urban in the south. Roughly, one-third of its 
area is a peninsula capping Wisconsin and separated 
from the main body of the state by the Great Lakes. 
The management of a patient with cancer in the Upper 
Peninsula and in the northern part of the Lower 
Peninsula is affected by many factors which do not 
hold in the southern part of the state. 


The treatment of cancer should be virtually a co- 
operative enterprise on the part of clinician, roentgen- 
ologist and pathologist. In all the Upper Peninsula, 
however, there is no qualified roentgenologist or pa- 
thologist and no adequate therapeutic X-ray equipment. 
With the exception of Traverse City, the same is true 
of the Lower Peninsula north of Grand Rapids and 
Bay City. 

Transportation of a cancer patient from the north- 
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ern areas to the southern centers is expensive, espe- 
cially when repeated visits must be made for treatment. 
Much of the population in these areas is not self sup- 
porting, in some counties 85 to 90 per cent of the peo- 
ple being on relief. The relief burden which most of 
these communities bear makes extensive and expensive 
therapy in the southern centers available to only a few. 
Such conditions must be taken into account in pre- 
scribing a course of management for cancer patients in 
those areas. The ideal treatment is recommended in 
every case but practically always some compromise so- 
lution must be offered. 

In these areas emphasis should be placed on doing 
extensive thorough surgery. A carefully planned sur- 
gical procedure is much to be preferred to inadequate 
or inexpert use of radium or x-ray. It becomes the 
responsibility of the surgeons in the more isolated com- 
munities to perfect their procedures until coadjutant 
facilities become available. This does not condone, in 
any way, unquestioned inferior procedures. For exam- 
ple, carcinoma of the cervix should be treated by ade- 
quate x-ray and radium in every instance. 

The Tumor Clinic, as advocated by the American 
College of Surgeons, approaches the ideal for the man- 
agement of the cancer patient in the larger centers. By 
a meeting of minds and exchange of opinion among 
the clinicians, the radiologist and the pathologist two 
benefits are obtained. The first and most obvious is 
that the patient receives a consensus of the best opinion 
available in the locality as to treatment. Second, and 
most important in the long run, is the educational value 
and stimulating effect on the medical profession of the 
community. 

The therapy of cancer has evolved a philosophy pe- 
culiar to itself. This viewpoint is basically pessimistic, 
assuming in any given case of cancer that the lesion 
is more extensive than the examination might indicate. 
Upon this is founded the rule to carry therapy to the 
limit when first instituted. There is no place for tem- 
porizing or half measures in the treatment of ma- 
lignancy. 

At the present stage of knowledge rules cannot be 
laid down for the standardized treatment of cancer of 
the oral cavity, tongue, lungs or bladder. The lympho- 
blastomas are relegated to the roentgenologist. Intra- 
cranial tumors belong in the hands of a selected few. 
Neoplasia of bone is a complex subject beyond the 
scope of this primary effort. 


Cancer of the Lower Lip 


Stage I.—Primary lesion less than 1 cm. in diameter 
and less than three months’ duration, without palpable 
nodes or muscle infiltration. Procedure Advised.— 
Surgical excision or caustic irradiation of the primary. 
Observation of neck glands. Prognosis —Approximate- 
ly 90 per cent five year survivals. 

Stage I].—Primary lesion greater than 1 cm. in di- 
ameter or of more than three to six months’ duration 
with or without palpable nodes above the omohyoid 
muscle. Procedure Advised—Surgical excision or 
caustic irradiation of the primary. Suprahyoid neck 
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gland dissection. Primary lesion in middle third of lip 
—do bilateral neck gland dissection. Primary lesion in 
outer third—do homolateral neck gland dissection. 
Prognosis.—Approximately 40 per cent five-year sur- 
vivals. 

Stage III].—Primary lesion of any extent with pal- 
pable metastases below the omohyoid muscle. Proce- 
dure Advised.—Palliative irradiation to the primary 
and the metastases. Prognosis——Average length of life 
is about two years after onset of treatment. 


Cancer of the Breast 


Stage I.—Tumor localized to breast. Procedure Ad- 
vised—Excision of mass with histopathological exami- 
nation, preferably frozen section, followed by radical 
mastectomy as soon as possible if malignant. This 
includes the removal of adequate skin, both pectoralis 
major and minor muscles, and the cleaning of the ax- 
illary vein from the subclavious muscle to the edge of 
the latissimus dorsi. Fractionated x-ray irradiation, 
two to six weeks postoperatively, in the amount of 
1,600 to 2,200 roentgens total to each of four or five 
breast and axillary ports to be delivered in a three to 
four week period. Prognosis—Approximately 70 per 
cent five-year survivals. 

Stage II—Tumor with questionable metastases to 
axilla, or with a few nodes along the anterior axillary 
fold but without fixation or skin metastases. Proce- 
dure Advised—As in Group I. Prognosis.—Approxi- 
mately 40 per cent five-year survivals. 

Stage I1].—Primary tumor with fixation or exten- 
sive skin involvement or with multiple or large axil- 
lary metastases. Procedure Advised.—Prove cancer by 
biopsy of primary mass or axillary node. Full cycle 
of irradiation as described above. Radical mastectomy 
six to eight weeks following completion of x-ray ther- 
apy. Prognosis—Less than 7 per cent five-year sur- 
vivals. 

Stage I1V.—Remote metastases present. Procedure 
Advised.—Palliative irradiation of local lesion and me- 
tastases. Simple mastectomy if the local lesion is large, 
ulcerating or secondarily infected. Castration—The 
younger the women and the greater the possibility of 
pregnancy, the more definite are the indications for 
castration. 


Cancer of Uterine Cervix 


Stage I.—Localized to the cervix. Prognosis.—Ap- , 


proximately 50 per cent five-year survivals. 

Stage II.—Early muscle infiltration, questionable 
spread beyond cervix into vault, parametria free. 
Prognosis Approximately 25 per cent five-year sur- 
vivals. 

Stage IlI.—Invasive growth, infiltration of vaginal 
vault and parametria. Cervix not completely fixed. 
Prognosis.—Approximately 18 per cent five-year sur- 
vivals. 

Stage IV.—‘‘Frozen pelvis.” 
mately 9 per cent five-year survivals. 

Procedure advised in any stage.—External irradia- 
tion cross firing the cervix and adnexal regions, total 


Prognosis.—Approxi- 


432 





TREATMENT OF CANCER 


doses ranging from 1,600 to 2,400 roentgens to each of 
four pelvic ports. Intracavitary radium irradiation to 
at least 5,000 mg. hr. beginning one to four days fol- 
lowing the external irradiation. 


Cancer of the Body of the Uterus 


Stage I—Small, clearly localized lesions. Procedure 
Advised.—Curettage for biopsy. Intracavitary radium 
or external fractionated irradiation (1,800 to 2,400 
roentgens to each of four pelvic ports cross firing the 
uterus). Bilateral salpingo-odphorectomy and total 
hysterectomy 6 weeks after cessation of irradiation. 
Prognosis——Approximately 75 per cent five-year sur- 
vivals. 

Stage I].—Infiltration of myometrium, questionable 
invasion beyond the uterus, no fixation. Procedure 
Advised.—Curettage for biopsy. External irradiation 
as described above. Bilateral salpingo-odphorectomy 
and total hysterectomy six weeks after cessation of 
irradiation. Prognosis—Approximately 25 per cent 
five-year survivals. 

Stage III.—Definite invasion into parametria with 
limitation of mobility. Procedure Advised.—Biopsy. 
External irradiation followed by intracavitary radium 
implantation. Prognosis—Less than 10 per cent five- 
year survivals. 

Stage IV.—‘Frozen pelvis” or with distant metas- 
tases. Procedure Advised.—Biopsy. External irradia- 
tion as above. Intracavitary radium to control hemor- 
rhage. Prognosts.—Perhaps 1-2 per cent five-year sur- 
vivals. 


Cancer of the Ovary 


Stage I.—Limited to one ovary with capsule intact. 
No fixation or demonstrable metastases. 

Stage II.—Involvement of opposite ovary. Normal 
mobility of pelvic organs. No demonstrable metastases. 

Stage II].—Fixation of primary tumor with loss of 
mobility of pelvic organs. Discrete involvement of 
pelvic nodes. 

Stage I1V.—Advanced fixed growths and widespread 
implants. 

Procedure Advised—Laparotomy unless evidence of 
Stage IV. Stage I & II: Bilateral oGphorectomy and 
panhysterectomy followed by postoperative fraction- 
ated irradiation. Stage II] & IV: Establish diagnosis 
by laparotomy, peritoneoscopy, biopsy through cul-de- 
sac or by examination of ascitic fluid. Fractionated 
irradiation to pelvis and abdomen. 

Prognosis—O to 25 per cent five-year survivals de- 
pending on extent. 


Cancer of the Stomach 


Laparotomy to be considered in every case unless: 

A. X-ray examination demonstrates too extensive 
involvement. 

B. There is evidence of remote metastases. 

C. Patient is in precarious general condition. 

Procedure Advised.—Partial or total gastrectomy 
are the only procedures of value. In view of the oth- 
erwise hopeless prognosis, gastrectomy should be at- 


Jour. M.S.MS. 








ten 


pa 
tle 


on 
mi 


tr 





of 
to 
rol- 


ure 


400) 
the 
tal 
on, 
ur- 


ble 
ure 
ion 











tempted in every possible case. It is not wise to do a 
palliative gastro-enterostomy. X-ray therapy is of lit- 
tle or no value in cancer of the stomach. Prognosis.— 
Approximately 5 per cent five-year survivals. 


Cancer of the Colon and Rectum 


Procedure Advised.—Radical surgical excision is the 
only curative measure. Irradiation or cauterization 
may produce some palliative effect. 


Cancer of the Prostate 


Procedure Advised.—Prostatic resection, usually 
transurethral. Palliative x-ray irradiation to metastases 


when they occur. 
Cutaneous Melanoma 


Do not biopsy, electrodesiccate or apply caustics. 
Do wide surgical excision of more than 1 cm. mar- 
gin and down to the level of the deep fascia. 


Cancer of the Vulva 


Procedure Advised—Radical vulvectomy and _bilat- 
eral inguinal gland dissection. If this is not feasible, 
palliative fractionated irradiation. 


Conclusion 


The treatment of malignancy is a complex problem. 
The multiplicity of types of therapy advocated by the 
various authorities has resulted in confusion. The 
usual physician has difficulty in keeping abreast of the 
trends in cancer therapy. Herein is presented an out- 
line for the treatment of the more common types of 
cancer. The therapy advocated will be modified at in- 
tervals as knowledge increases. 





GERMANY’S PLIGHT 


Discounting heavily as one must information of con- 
ditions abroad, there still remain impressive indications 
that the health of the German people is in a sorry 
plight. Beginning several years ago with the rigid 
regimentation in the service of the State there came 
expulsion for many of the most brilliant scientific 
minds. Then war. The demands of the armed services 
have removed so many German physicians from civilian 
practice that it is said that there remain about 8,000 
to care for 9,000,000 civilians—29,000 physicians having 
been inducted into military service. 

Medical service in Germany is steadily deteriorating. 
The once rigid laws controlling education have been 
modified to reduce the training period by 2 years and to 
legalize, without any form of examination, the activities 
ot assorted quacks, faith healers, nature cultists, and 
the like. 

So passes a once healthy, vigorous people into the 
realm of sickness, physical and mental. Generations to 
come must surely be marked with the folly of today. 
The lesson is obvious—regimentation, internecine strife, 
expulsion, war—and the people pay dearly for a gaudy 
bill of goods when the tinsel begins to tarnish. 

Does America want any part of this tragic secuence? 
It isn’t just coincidence that a free, untrammeled Amer- 
ican system of medicine has, during the short life of 
this Republic, increased the life expectancy of its citi- 
zens from 35 years to 62 years!—Southwestern Medi- 
cme, February, 1940. 
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Richard R. Smith, of Grand Rapids, President of the 
Michigan State Medical Society in 1934, was born in 
1869. At the age of twenty-three years he was gradu- 
ated from the University of Michigan Medical School. 
He practiced Surgery in Grand Rapids and became a 
master. He was Past-Regent of the American College 
of Surgeons and a member of its Board of Governors 
at the time of his death. Organizer and Commander of 
Hospital Unit “Q”, A.E.F., 1917-1919. Past Vice Presi- 
dent of the American Gynecological Society; Past- 
President of Kent County and Michigan State Medical 
Society. Member of the University of Michigan Board 
of Regents, 1931 to 1938. Author of numerous articles 
dealing with surgical and gynecological problems. 


Dr. Smith was a distinct product of Michigan, being 
born, working through the years and‘dying in his native 
State. His influence upon the scientific advancement of 
medicine and his adherence to the high ideals of his 
profession will be a beacon to all who knew him, espe- 
cially the younger physicians who felt his personality. 
His death on May 7, 1940 is mourned by the entire 
medical profession of Michigan. 


* * * 


Paul W. Butz, Plymouth, Michigan, was born in 
Angola, Indiana, in 1900. He was graduated from 
Northwestern University Medical School in 1929. Dr. 
Butz practiced in Plymouth for ten years, where he 
was keenly interested in outdoor activities, having or- 
ganized the Western Wayne County Conservation As- 
sociation. He died in an accident near Au Gres on 
May 1, 1940. 


* * 


A. J. D’Alleva, Detroit, Michigan, was born at Al- 
bion, New York, August 13, 1912. He was graduated 
from Wayne University College of Medicine in 1936. 
Following his graduation he served his internship at 
Harper Hospital and East Side General Hospital. He 
died April 19, 1940, after practicing in Detroit two 
years. 


* * x 


S. J. Drummond, Casnovia, Michigan, was born in 
Canada in 1866. He was graduated from Queen’s Col- 
lege, Kingston, Ontario in 1897. Dr. Drummond was 
the only physician in Casnovia for more than forty 
years. He died April 28, 1940. 


* * * 


A. WW’. Karch, Monroe Michigan, was born in Frank- 
fort, Illinois, in 1886. He attended the University of 
Illinois at Champaign, where he took his medical train- 
_ Dr. Karch died in Monroe Hospital, April 29, 

40. 


“2 & 


John W. Page, Jackson, Michigan, was born in 1880. 
He was graduated from the University of Pittsburgh 
School of Medicine in 1914, following which he was 
made director of Health Education in the Oak Park, 
Illinois schools. In 1917 he became personnel officer 
as a member of the U. S. Army Medical Reserve 
Corps in Rome, N. Y. Dr. Page was associated with 
the Jackson Clinic and was interested primarily in 
pediatrics. He died August 20, 1939. 
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A.M.A. Convention Bulletin for June 


A Last Reminder to make your reservation for the 
18th Annual Convention of the Woman’s Auxiliary to 
the American Medical Association to be held at the 
Hotel Pennsylvania, New York City, June 10 to 14, 
1940. New York has much to offer aside from the 
convention, and we are sure you will not want to 
miss the opportunity of visiting New York this year. 


* * * 


Bay County—Twenty members of the Woman’s 
Auxiliary of the Bay County Medical Society met for 
a dinner meeting at the Y.W.C.A. on Wednesday, April 
10, 1940. 

Mrs. W. R. Ballard, the new president, presided. 
The Auxiliary moved to assist financially in sending a 
delegate to the “Cause and Cure Convention” in Wash- 
ington in January, 1941. A number of organizations 
are doing the same. 

Dr. Otto Ehrlich, an interne in one of the local hos- 
pitals, spoke to us on the life and work of his uncle, 
Dr. Paul Ehrlich, noted scientist and discoverer of the 
drug salvarsan. Dr. Ehrlich received his medical train- 
ing in Germany as did his uncle. He told us of receiv- 
ing a lengthy letter from Edward G. Robinson, film 
star, who portrayed the part of his uncle, Dr. Paul 
Ehrlich, in the motion picture production, “Magic Bul- 
let” which has just been released. 


* * * 


Genesee County—The April meeting of the Woman’s 
Auxiliary of the Genesee County Medical Society was 
held on Wednesday, April 24, at 12:30 p. m. at the 
Dresden Hotel. The luncheon was preceded by a board 
meeting at 11:00 o’clock at which time the new presi- 
dent, Mrs. J. H. Curtin announced her chairmen and 
committees and made known her plans for the coming 
year, 

The hostesses for the luncheon were, Mrs. C. K. 
Stroup and Mrs. W. S. Williams. The program for 
the day was in charge of Mrs. Williams who presented 
Mrs. D. G. McCartney, local florist, speaking on Flow- 
ers and Arrangements. 

Plans for a subscription Dinner Dance to be held on 
April 27 at the Flint Country Club were completed. 
Mrs. Lafon Jones is chairman assisted by a very able 
committee. 

Mrs. D. L. Treat offered to open her home for the 
May meeting, a guest Tea on Wednesday, May 22. 
Mrs. Guy Briggs was chairman of hostesses for the 
day. 

The Dinner Dance sponsored by the Auxiliary on 
Saturday, April 27 was attended by about 80 couples, 
members of the local group and was thoroughly en- 
joyed by everyone present. Following an excellent din- 
ner, dancing to the tunes of Billy Geyer and his or- 
chestra was enjoyed. Mrs. J. H. Curtin, president of 
the Auxiliary and Mrs. J. H. Rowley were hostesses 
for the occasion. 

Officers for the coming year are as follows: Presi- 
dent, Mrs. J. H. Curtin; Vice president, Mrs. W. B. 
Hubbard; Secretary, Mrs. K. R. Sandy; Treasurer, 


Mrs. T. S. Conover. 
* * * 


Jackson County.—The Auxiliary to the Jackson Coun- 
ty Medical Society met with Mrs. J. C. Smith, Tues- 
day, April 16. The occasion was a dinner bridge. 
Jackson County Auxiliary is proud of the work being 
done by the Public Relations Committee with lay groups 
in the city against the Wagner Bill. 
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Kalamazoo County—On the evening of April 18 
thirty-four members and two guests enjoyed a co- 
operative dinner at the home of Mrs. Robert Arm- 
strong. After a short business meeting, Mr. Wade 
Van Valkenburg presented a talk on “The Life of 
Gandhi.” Assisting the hostess were Mrs. John Fo- 
peano, Mrs. Martin Patmos, and Mrs. Homer Stryker. 


* * * 


Monroe County—The Woman’s Auxiliary of the 
Monroe County Medical Society held a dinner meeting 
and election of officers at the Dinner Bell Tea Room 
on April 18. 

The following officers were elected: 

President, Mrs. Robert J. Williams; vice president, 
Mrs. Spencer Wagar; recording secretary, Mrs. C. J. 
Golinvaux; corresponding secretary, Mrs. James A. 
Humphrey; treasurer, Mrs. M. A. Hunter; press re- 
porter, Mrs. Albert H. Reisig. 

* * * 


Oakland County.—A meeting of the Woman’s Auxil- 
iary of the Oakland County Medical Society was held 
Thursday, April 25, at the home of Mrs. Robert Ba- 
ker. Mrs. L. G. Christian, State President and Mrs. 
H. L. French State Secretary, of Lansing, were pres- 
ent. The business meeting was followed by a discus- 
sion of the work and problems of the organization. 
Mrs. Christian led the discussion and made _ sugges- 
tions for a work program. A letter from the Oakland 
County Medical Society was read inviting the members 
of Auxiliary to a dinner meeting at Northwood Inn, 
May 1. 

Tea was served at beautifully arranged tables to 
fifteen members and guests. 

* * * 


Sagwaw County—The Saginaw County Medical 
Auxiliary met at the home of Mrs. Oliver W. Lohr 
for the March meeting. Dr. L. Fernald Foster, sec- 
retary of the Michigan State Medical Society, dis- 
cussed “Michigan Medical Service.” Mrs. Robert 
Jaenichen, president, was in charge of the business 
meeting. Mrs. Lohr acted as program chairman. 

Sixty couples were present at the Saginaw County 
Medical Auxiliary April meeting held at the home of 
Mrs. Robert F. Jaenichen. Bridge and a social hour 
were enjoyed. Members of the Medical Society joined 
the Auxiliary for refreshments later in the evening. 

The next meeting was the annual luncheon and elec- 
tion of officers held May 21 at the home of Mrs. Lloyd 
C. Harvie. 


* * * 


Wayne County—Mrs. H. Lee Simpson, an earnest 
supporter of the activities of the Young Artists’ Market 
of Detroit spoke at the meeting on Friday, April 12. 
Mrs. George Van Rhee, Mrs. Martin Hoffmann, and 
Mrs. Raymond Goux were hostesses at the tea which 
followed the program. ay 

On Monday, April 15, a well attended subscription 
dinner was held at the Wardell Hotel, honoring Dr. 
Haven Emerson of New York City. Dr. Emerson 
was the speaker at the joint meeting of the Auxiliary 
and Wayne County Medical Society which was held 
in the Detroit Institute of Art that evening. His 
subject was “An American Way to Health.” ' 

On Tuesday, April 30, a Salad Luncheon and Bridge 
Party was given by the Ways and Means Committee 
for the benefit of the Auxiliary’s Student Loan Fund. 
It was heid in the Auditorium of the Ernst Kern Com- 
pany and was a most successful affair. 


Jour. M.S.M.S. 
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Ferguson-Droste-Ferguson Sanitarium 


+ 


Ward S. Ferguson, M. D. James C. Droste, M. D. Lynn A. Ferguson, M. D. 


+ 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 


Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 


+ 


Sanitarium Hotel Accommodations 





























Detroit Clinic and Alumni Heunion 


_ Aandi of Wayne University College of Medicine 
June 12-13, 1940 


WEDNESDAY, JUNE 12 
At College Auditorium on ‘Mullet Street 


9:00 ALM. Round Table on New Drugs and Vitamins. 

10:30 A.M. Round Table on Preoperative and Postoperative Care. 
12:00 Noon The Annual Meeting of the Alumni Association. 

1:00 P.M. Round Table on Cardiorenal Diseases. 

2:30 P.M. Round Table on Gastro-intestinal Diseases. 

7:00 P.M. The Alumni Dinner. At the Recess Club, Fisher Building. 


THURSDAY, JUNE 13 
At College Auditorium on ‘Mullet Street 


9:00 A.M. Round Table on Fractures. 
10:30 A.M. Round Table on Obstetrics and Infant Resuscitation. 
1:30 P.M. Visit to Parke Davis Plant. 

2:30 P.M. The Boat Ride. 

7:00 P.M. Commencement (at Olympia). 


Class Reunions. 
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HONORS TO MICHIGAN 


Seven Michigan health departments received awards 
in 1939 in the National Health Conservation Contest 
sponsored by the American Public Health Association 
and the United States Chamber of Commerce. 


Highest honors went to Alger-Schoolcraft Health 
Department directed by Dr. E. J. Brenner which 
was awarded first place among rural health depart- 
ments in the northeastern division. Six out of the 
ten awards for rural health departments in this divi- 
sion went to Michigan departments. 


Michigan health departments receiving awards of 
merit in this division and the directors include: Dis- 
trict Health Department No. 7 at Gladwin directed 
by Dr. E. V. Thiehoff; Chippewa County Health De- 
partment directed by Dr. Davis Littlejohn; District 
Health Department No. 2 at West Branch directed by 
Dr. Sue H. Thompson; Mecosta-Osceola Health De- 
partment directed by Dr. M. C. Igloe and acting di- 
rector Dr. Clifton Hall; and Saginaw County Health 
Department directed by Dr. V. K. Volk. 

The Grand Rapids Health Department also received 
an award of merit in the City Health Conservation 
Contest. While these awards do not necessarily go 
to the healthiest communities, they do indicate the 
competent manner in which these Michigan commun- 
ities are meeting their health problems. 





MEXICO BORROWS DR. KENDRICK 


At the request of Dr. Jose Zozaya, head of the 
National Serum Institute of Mexico, arrangements 
have been completed for the organization of a per- 
tussis control program in the Republic of Mexico un- 
der the direction of Dr. Pearl L. Kendrick, associate 
director of the Michigan Department of Health Lab- 
oratories. 

Dr. Kendrick, who directed the long series of Mich- 
igan studies from 1934 to 1938 to check the effective- 
ness of pertussis vaccine, will be loaned this summer 
to the Mexican Government for a period of approxi- 
mately six weeks. The National Serum Institute of 
Mexico will provide a vaccine similar to that being 
used in Michigan. Dr. Kendrick will direct a study for 
checking the effectiveness of this vaccine in controlling 
the virulent type of whooping cough prevalent in 
Mexico. It is hoped that the excellent results ob- 
tained in the Michigan study can be duplicated under 
the severe conditions prevalent in Mexico. 





FIELD CONSULTANT SERVICE 


A consultant staff of health specialists has been or- 
ganized under the direction of the Bureau of Local 
Health Services for the purpose of making the serv- 
ices of the State Department more readily available 
to full time local health departments. 

The consultant field staff will function under the 
direction of Dr. Carleton Dean, deputy commissioner. 
The personnel of the field staff will include public 
health administrators, specialists in maternal and 
child health and dental health, nursing consultants, 
communicable disease specialists, nutrition advisors, 
sanitary engineers, statisticians, industrial hygienists, 
and health educators. Services of this consultant staff 
may be obtained" by local health officers upon re- 
quest. 
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AUTO DEATHS INCREASE 


Deaths caused by automobile accidents during the 
first quarter of 1940 were the highest since the rec- 
ord breaking year of 1937. First quarter deaths 
totalled 302 compared with 278 for the same period 
last year. In 1937, 453 deaths were caused by auto- 
mobile accidents in the first quarter. 

March automobile deaths were also the highest 
for that month since 1937. There were 111 deaths 
caused by automobiles compared with 96 last year, 
and 143 in 1937. 





NEW OFFICE BUILDING 


The State Health Department has been notified of 
the approval of a WPA allotment of $64,999 to start 
construction of a new office building. The grant, 
matched with $50,000 already appropriated by the 
state, will enable the Department to start construction 
of the new building July 1. Two floors of a proposed 
four-story building will be completed with the avail- 
able funds. The new office building will be located 
on the northwest city limits of Lansing in conjunc- 
tion with the Department’s central laboratories. 





RESORT INSPECTION 


Preliminary arrangements have been made by the 
Bureau of Engineering for a complete and uniform 
sanitary inspection of Michigan summer resorts this 
year. The Bureau has sponsored a series of regional 
conferences with health officers and sanitarians as 
the first step in organizing a survey of health condi- 
tions throughout the entire resort area. Resort sani- 
tary standards, inspection procedures and work pro- 
grams have been outlined for local officials. 


NEW REGULATIONS 


Printed copies of the Department’s 1940 revision 
of the Regulations for the Control of Communicable 
Diseases are available for all physicians, The Regula- 
tions may be obtained upon request to local health 
officers or to the State Department at Lansing. 





DISTILLED WATER AVAILABLE 


Physicians may obtain distilled water for the diluent 
of arsenical drugs from their local biologic distribu- 
tion centers or from the State Department at Lansing. 
The distilled water is packaged in 10 c.c. vials. 





VITAL STATISTICS FOR MICHIGAN 
1938-1939 


Number Rate 

1939 1938 1939 1938 
:. & * sae 94,432 96,962 18.52 19.01 
_ 2) errr: 52,017 50,678 10.20 9.94 
Detett EONS oo. cccsccecs 3,952 4319 41.85 44.54 
Maternal Deaths .......... 280 345 2.97 3.56 





ANN ARBOR HEALTH DEPARTMENT 


The State Department has been notified that the 
city of Ann Arbor has established a full time health 
department. This will make twelve full time municipal 
health departments in Michigan. Approximately / 
per cent of Michigan’s urban and rural population 1s 
now served by full time county, district and city 
health departments. 


Jour. M.S.M.S. 
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PERFECTION 
VAGINAL 
TAMPON 


PERFECTION VAGINAL TAMPON tor complete with medicated suppository 
(Medicated) is a safe, rational and _up-to- and compressed Tampon of lamb’s wool 
date applicator for the topical medication designed for easy introduction in a single 
of the vaginal and cer- operation. Moisture-resistant cord makes 
ONE DOZEN vical mucosa. for easy removal. 


$2.00 Each Tampon con- PERFECTION VAGINAL TAMPON 
Medication Only | tains: Ichthammol 10 (A Hartz Laboratory Product) is the sim- 
Box of = $2.00 grains, Glycerite of ple, convenient and modern Tampon that 
Boroglycerin q.s. It is you can depend on. Write or phone for 


Ps sy an individual applica- your supply today. 
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1529 Broadway, Detroit .. Cherry 4600 


PHARMACEUTICAL MANUFACTURERS * MEDICAL SUPPLIES 
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nin ang, CHEWING GUM... 

* caendl¥ ee ote stick EVERYBODY LIKES TO 
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*G00 rt ChewiP& gill YAY: O-0-0-OH THANK YOu, 

G geliciOm® oo the B50 HWP DOCTOR. YOU'RE 
° Fon VO ew JUST GREAT } 






Enjoy Chewing Gum yourself, Doctor. 

It’s just right-sized to carry in your pocket. 
ae 

National Association of Chewing Gum Manufacturers, Staten Island, New York 
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100 Per Cent Club for 1940 


1. Allegan County Medical Society 

2. Barry County Medical Society 

3. Branch County Medical Society 

4. Cass County Medical Society 

5. Chippewa-Mackinac County Medical Society 
6. Clinton 

7. Delta-Schoolcraft 

8. Gogebic 

9. Huron-Sanilac 

10. Ingham 


11. Lenawee 

12. Livingston 

13. Luce 

14. Macomb 

15. Manistee 

16. Mecosta-Osceola 
17. Menominee 

18. Midland 

19. Muskegon 

20. Newaygo 

21. Oceana 

22. O.M.C.O.R.O. 
23. Ontonagon 

24. Tuscola 

25. Wexford-Kalkaska-Missaukee 


The above Societies have each certified dues 
for 100 per cent of their physicians whe were 
members in 1939. Fifteen other societies have 
three or fewer unpaid members! 











President B. R. Corbus addressed the Grand Rapids 
Exchange Club on April 29 on the subject of “Prob- 
lems of Adequate Distribution of Medical Care.” 

*k * * 


L. G. Christian, M.D., and Ralph Wadley, M.D., 
Lansing were guest speakers at the Gratiot-Isabella- 
Clare County Medical Society meeting in Alma on May 
23rd. The subject under discussion was “Peptic Ulcer.” 


* * * 


L. Fernald Foster, M.D., Bay City, Secretary of the 
Michigan State Medical Society, announces the asso- 
ciation of Howard T. Knobloch, M.D., in his prac- 
tice, beginning June 1, 1940. 

x * x 


The American College of Chest Physicians will hold 
its Sixth Annual Meeting at the Biltmore Hotel, New 
York City, June 8 to 10, inclusive, which is just prior 
to the 1940 AMA Convention. 


e 2 


The Washtenaw County Medical Society recently 
passed a resolution endorsing the National Physicians 
Committee. Each member of the Society was urged 
to contribute to the Committee as liberally as they feel 
possible. 

* * * 

Michigan authors in recent issues of The Journal of 
the American Medical Association include H. V. Hen- 
dricks, M.D., Kalkaska, Michigan, whose article ‘“Poi- 
soning by False Morel” appeared in the issue of April 
27, 1940; and Harvey M. Andre, M.D., Battle Creek 
and Clarence H. Snyder, M.D., of Grand Rapids whose 
article entitled “Fixation of Fracture with Metal 
Plate: An Unusual Case” appeared in the May 4th 
issue. 
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The Rhode Island Legislature passed a Basic Science 
Law at the 1940 session, which was signed by the Govy- 
ernor on April 27. This culminated fifteen years of 
effort on the part of the medical profession, particular- 
ly the members of the Providence Medical Association 
and their Executive Secretary, John E. Farrell. 


* *K 


Requests for reprints of articles printed in the Jour- 
NAL OF THE MICHIGAN STATE MEDICAL SOCIETY come 
from all parts of the United States and in fact, the 
world. Latest is from A. Vander Sarr, M.D., an intern- 
ist in Curacao, N.W.I. (Look up your map. It’s now 
in the news.) 

* * x 


The Dickinson-Iron County Medical Society is for- 
tunate in that its active Secretary, E. B. Andersen, 
M.D., sends each member a bulletin keeping them ad- 
vised of all the latest events of interest to the medi- 
cal profession in the community. No words are wasted 
—yjust the facts which are read. 

* *k x 


Increase in Doctors.——During the past year, 6,043 li- 
censed physicians were added to the U. S. Medical Ros- 
ter, according to the American Medical Association. 
Inasmuch as the number of physicians removed from 
the roster by death approximates 4,000 annually, the 
net increase in the medical profession of the United 
States in 1939 was about 2,000. 

x * x 

The Jefferson Medical College Alumni Association 
will hold its Reunion Banquet on Wednesday, June 
i2 at 7:00 p. m. at the Murray Hill Hotel, Park Ave- 
nue at 40th Street, during the AMA Convention in 
New York City. For reservations address Thomas F. 
Duhigg, M.D., Chairman, Dinner Committee, c/o Mur- 
ray Hill Hotel. 


* * * 


The American Congress of Physical Therapy will 
hold its 19th Annual scientific and clinical session at 
the Hotel Statler, Cleveland, Ohio, September 2-6, 
1940. The convention will be open to physicians and 
qualified technicians. For further information and pre- 
liminary program write the American Congress otf 
Physical Therapy, 30 North Michigan Avenue, Chi- 
cago. 

* * * 


The Providence Hospital Interne Alumni Associa- 
tion sponsored its Annual Spring Clinic held in the 
Martha Higgins Auditorium on May 16th. Speakers 
included Paul Cusick, M.D., of Rochester, Minnesota; 
and Harry L. Alexander, M.D., of St. Louis, Missouri. 


‘ Golf was enjoyed in the afternoon, followed by a ban- 


quet in the evening. Officers of the association are 
President, Fred Honhart, M.D., President-Elect Meshel 
Rice, M.D., and Secretary-Treasurer, Edward Draves, 
M.D. 

x * x 


A Pan-American Congress of Ophthalmology spon- 
sored by the American Academy of Ophthalmology 
and Otolaryngology will be held October 11 and 12, 
1940, at the Hotel Cleveland, Cleveland, Ohio, just 
following the annual convention of the A.A.O.O. The 
governments of all the counties of the Western Hemi- 
sphere have been invited to send official delegates. Ar- 
rangments are being made so that papers given i 
Spanish or Portuguese will be interpreted to the Eng- 
lish; and the English papers to Spanish and Portu- 
guese. The Congress is open to all physicians in the 
United States. There is a small registration fee. 


Jour. M.S.M.S. 
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The Diamond Anniversary of the Michigan 
State Medical Society, to be held in Detroit, 
Wednesday, Thursday, and Friday, September 
25, 26, 27, 1940, will feature a number of extra- 
ordinary events. 

The Presidents’ Dinner, at which all fourteen 
past presidents of the Society will be honor 
guests, will be held in the Ballroom of the Book- 
Cadillac Hotel, Wednesday, September 25, at 
7:00 p. m. All members of the Michigan State 
Medical Society and their ladies are invited to 
this, the main social event of the 75th Annual 
Convention, 

A Smoker, for MSMS members only, will be 
held on Thursday, September 26th at 9:00 p. m. 
in the Ballroom of the Book-Cadillac Hotel. A 
complimentary admission card will be mailed to 
each member of the State Society on Septem- 
ber 1. 
Another feature of the Diamond Jubilee will 
be the “Upper Peninsula Reunion Dinner” ar- 
ranged for all physicians who are practicing, or 
have practiced, or who feel that they should 
practice in the Upper Peninsula—and their ladies. 
This gala event will be held Thursday, Septem- 
ber 26, 1940, English Room of the Book-Cadil- 
lac Hotel, 6:30 p. m. W. H. Huron, M.D., of 
Iron Mountain is Chairman of Arrangements. 
Councilor A. H. Miller of Gladstone will be 
Toastmaster. Past, present and future Upper 
Peninsula physicians are invited! For details, 
write Dr. Huron, Iron Mountain Michigan. 

Baseball fans will be glad to know that the 
Detroit Tigers will be playing in Detroit dur- 
ing part of the week. On Friday, Saturday and 
Sunday, September 20, 21 and 22, Cleveland will 
play Detroit; on Tuesday and Wednesday, Sep- 
tember 24 and 25, Chicago will be entertained 
at Briggs Stadium. 











The Out-Patient Department of The Grace Hospital, 
Detroit, will sponsor a camp for diabetic children from 
July Ist to July 14th, at Camp Frisbee, near Water- 
ford, Michigan. Any physician caring for a diabetic 
child may refer his patient to the Camp and his orders 
for treatment will be carried out. Physicians and 
nurses will be on duty twenty-four hours a day at the 
Camp. Rates: $12.50 per week, no charge for under- 
privileged children. For registration or further in- 
formation call Mrs. Anna Nickels, Columbia 5800 or 
write in care of The Grace Hospital. 


* * * 


A new precedent in Ohio: In a recent malpractice 
case in Cincinnati, the Court of Appeals reversed a 
decision of the lower court, the effect of which is to 
make physicians in Ohio responsible for every drug, 
anesthetic or other medication used on their patients 
in a hospital. If this decision stands, then each phy- 
Sicilian must personally analyze and pass on the content 
and character of all medications used on his patients 
during the patient’s stay in the hospital. To correct 
this situation, it is necessary to get the case before the 
Supreme Court of Ohio for a hearing. To do this, 
support from the organized medical profession in Ohio 
is required in making clear to the Court the importance 
of this case from the standpoint of the public interest, 
since the Ohio Supreme Court will not hear a case un- 
€ss convinced of its wide public importance. The 
Council of the Ohio State Medical Association has 
een called upon to employ counsel for the purpose of 
Presenting a well-prepared brief on this subject and ask- 
ing the Court to hear it. 


June, 1940 


COUNTY AND PERSONAL ACTIVITIES 
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The patient is sound asleep, thanks to 
DIAL*, “Ciba”, and he will have a 
clear-headed awakening. Effective in 


smaller doses than barbital, Dial 
(diallylbarbituric acid) is indicated in 
nervous insomnia, mental and trau- 
matic agitation, relief of narcotic with- 
drawal symptoms, etc. 


CLINICAL OBSTETRICAL NOTE— 


Dial with Urethane has been employed in 
1200 patients during the first stage of labor. 
Safe, effective analgesia resulted; no narcosis 
to infant; no loss of uterine contraction ef- 
ficiency. Duration of labor decreased. (Van 
Del, D. T., JL. MISSOURI STATE MED. 


ASSOC., March 1938.) 


*Trade Mark Reg. U. S. Pat. Off. Word “Dl” 
identifies the product as diallylbarbituric acid of 
Ciba’s manufacture. 


DIAL “CIBA” 
® TABLETS +¢ ELIXIR * POWDER 
AMPULES 


Literature Upon Request 


CIBA PHARMACEUTICAL PRODUCTS INC. 
SUMMIT, N. J. 
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Main Entrance 


SAWYER SANATORIUM 


White Oaks Farm 
Marion, Ohio 


For the treatment of 
Nervous and Mental Diseases 
and Associated Conditions 


Licensed for 
The Treatment of Mental Diseases 
by the Department of Public Welfare 
Division of Mental Diseases 
of the State of Ohio 


Accredited by 
The American College of Surgeons 


Member of 
The American Hospital Association 
and 
The Ohio Hospital Association 


Housebook giving details, pictures, 
and rates will be sent upon request. 
Telephone 2140. Address, 


SAWYER SANATORIUM 


White Uaks Farm 
Marion, Ohio 











American Board of Obstetrics and 
Gynecology Examinations 


The general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will be 
conducted by the entire Board, meeting in Atlantic City, 
N. J., on June 8, 9, 10, and 11, 1940. For further infor- 
mation and application blanks, address Dr. Paul Titus, 
Secretary, 1015 Highland Building, Pittsburgh, Pa. 

“Correction—Through an unfortunate error, the name 
of Thelma Freeman, M.D., Detroit, was omitted from 
the Membership Roster published in the May issue of 
THE JouRNAL. Doctor Freeman is a member in good 
standing and we are sorry the error occurred.” 


* * * 


_ The regular meeting of the Michigan Pathological 
Society was held at Woman’s Hospital, Detroit, Mich- 
igan, April 13, 1940. About forty were in attendance. 
Dr. W. L. Brosius, President, presided. The after- 
noon session included exhibition of Pathological ma- 
terial. At the evening session, cases were presented 
and discussed. 

The next meeting will be held at the Michigan De- 
partment of Health and Sparrow Hospital in Lan- 
sing, Michigan on May 25, 1940. 


D. C. BerAver, M.D. 
Secretary 
x *k x 


Doctor, remember your particular friends, the exhi- 
bitors, at your annual convention, when you have need 
of equipment, appliances, medicinal supplies and serv- 
ice. Here are ten more of the firms which helped 
make the 1939 Convention such a great success: 

Randolph Surgical Supply Company, Detroit 

E, Rose Manufacturing Company, Inc., Detroit 

S.M.A. Corporation, Chicago 

W. B. Saunders Company, Philadelphia 

Schering Corporation, Bloomfield, New Jersey 

Scientific Sugars Company, Columbus, Indiana 

Sharpe & Dohme, Philadelphia 

Smith, Kline & French Laboratories, Philadelphia 


C. M. Sorensen Company, Inc., Long Island City, New York 
Frederick Stearns & Company, Detroit 


* * * 


Hospitalization of Afflicted Adults—The State De- 
partment of Social Welfare, in a memorandum dated 
April 29, 1940, invited the attention of county social 
welfare directors and board members to the Afflicted 
Adult Act (Act 304 of the Public Acts of 1939), 
which states that whenever there is found in a county 
an “indigent adult legal resident” who is afflicted with 
malady, etc. and whose residence is found by the county 
department of social welfare to be in the county in 
which he happens to be living, said “indigent adult 
legal resident” may be hospitalized by the county de- 
partment of social welfare for treatment at the ex- 
pense of the county from which he is sent. 

“Legal residence” has been interpreted to mean the 
place in which a person lives as a permanent home. If 
the person needs hospitalization as an indigent, it may 


-be so ordered, not at the expense of the county of his 


legal settlement, but at the expense of the county in 
which he has his permanent home, or “legal residence. 


x * x 
De Nike Sanitarium 


A recent change has been made in the DeNike Sani- 
tarium advertisement which has been appearing in THE 
JourNAL for the past five years. This was for the 
purpose of announcing to the medical profession the 
establishment of ward facilities. The special ward, on 
the third floor of the Sanitarium is exceptionally well 
equipped and will make possible the Sanitarium services 
to persons of moderate income. Inquiries are invited 
from the Superintendent, A. James DeNike, M.D. 


Jour, M.S.MLS. 
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ALUMNI CLINIC AND REUNION 


The Annual Clinic and Reunion of the Alumm 
Association of Wayne University College of 
Medicine will be held Wednesday and Thursday, 
une 12 and 13, in the College Auditorium on 
Mullett Street, Detroit. The program follows: 


Wednesday 
9:00 A.M. Round Table on New Drugs and 


Vitamins. 
Arthur Smith, M.D., Hazen Price, M.D., 
J. M. Orten, M.D., Fredrick Yonkman, 
M.D., Arnold Lehman, M.D., Douglas Don- 
ald, M.D. 


10:30 A.M. Round Table on Pre-operative and 
Postoperative Care. 
Alexander W. Blain, M.D., C. S. Kennedy, 
M.D., Louis Morand, M.D., C. D. Brooks, 
M.D., R. J. Noer, M.D., Ray Andries, M.D. 


1:00 P.M. Round Table on Cardio-Renal Dis- 
eases. 
Edgar Norris, M.D., Walter Wilson, Sr., 
M.D., Frank Weiser, M.D., E. D. Spalding, 
M.D., M. R. McQuiggan, M.D. R. L. 
Novy, M.D. 

2:30 P.M. Round Table on  Gastro-intestinal 
Diseases. 
C. E. Vreeland, M.D., Richard Connelly, 
M.D., Bruce Lockwood, M.D., C. F. Vale, 
M.D., J. Kenner Bell, M.D., George Zind- 
ler, M.D. 

Thursday 


9:00 A.M. Round Table on Fractures. 
A. D. LaFerte, M.D., Frank Curtis, M.D., 
Charles Peabody, M.D., Angus Goetz, 
M.D., A. H. Whittaker, M.D., Fredrick 
Fisher, M.D. 


10:30 A.M. Round Table on Obstetrics and In- 
fant Resuscitation. 
Harold Henderson, M.D., Harry Pearse, 
M.D., Russell Alles, M.D., Milton Darling, 
M.D., W. B. Mitchell, M.D., Roger Sid- 
dall, M.D. 


Under social events, the Alumni Dinner will 
be held at the Recess Club in the Fisher Build- 
ing, Wednesday at 7:00 P. M. Thursday after- 
noon will be featured by a visit to the Parke- 
Davis Company’s plant, followed by a boat-ride 
on the Detroit River and Lake St. Clair. 

All members of the MSMS are invited to the 
Clinics and Reunion. 

Wayne University College of Medicine Com- 
mencement will be held at Olympia at 7:00 P. M. 
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Appearances—L. Fernald Foster, M.D., Secretary of 
the Michigan State Medical Society has made the 
following recent appearances: April 9—Lincoln Re- 
publican Club, Bay City; April 11, Huron-Sanilac Coun- 
ty Medical Society, Bad Axe; April 17, Dedication of 
new Alpena General Hospital, Alpena; May 7, Vas- 
sar Rotary Club, Vassar; May 8th, Woman’s Club, 
Haslett. In addition Doctor Foster appeared at Lena- 
wee, St. Joseph-Cass and Alpena County Medical So- 
cieties on “State Society Nights” in May. 

Wm. J. Burns, Executive Secretary, spoke to the fol- 
lowing groups during the past few weeks: April 20, 
Radio talk over Station WKAR, Michigan State Col- 
lege, East Lansing; April 24, Board of Directors of 
Michigan Lumber Dealers Association, Lansing; April 
30, Clinton County Medical Society, St. Johns; May 
8, Tonia Rotary and Lions Clubs, Ionia; May 12th, 
Michigan Chiropody Association, Grand Rapids; May 
14, Ingham County Branch of American Association of 
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Indicated 
for Memorable 
Moments 


It’s professional to let your taste 








prescribe the Scotch of its own 
choosing... fine-flavoured Johnnie 
Walker. For there’s no finer whisky 
than Scotch and Johnnie Walker 


is Scotch at its smooth, mellow best. 


IT’S SENSIBLE TO STICK WITH 


J OHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 







Red Label 
8 years old 


Black Label 
12 years old 


Both 86.8 proof 






BORN 1820... 
Still going strong 





CANADA DRY GINGER ALE, INC., NEW YORK, N. Y. 
SOLE IMPORTER 
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EFFECTIVENESS 








SILVER PICRATE 
Yous 


HAS SHOWN A CONVINCING RECORD* OF 
IN ACUTE ANTERIOR URETHRITIS 


due to Neisseria gonorrheae e« Trichomonas vaginalis 
Monilia albicans 


Silver Picrate is a crystalline compound of silver in definite chemical 
combination with picric acid. Dosage form for use in anterior urethritis: 
Wyeth’s Silver Picrate Crystals in an aqueous solution of 0.5 percent. 


Supplied at all pharmacies in vials of 2 grams 


Complete literature on Silver Picrate as used in genitourinary and 
gynecological practice will be mailed on request. 


*“Treatment of Acute Anterior Urethritis with Silver Picrate,”” Knight and Shelanski, AMERICAN JOURNAL 
OF SYPHILIS, GONORRHEA AND VENEREAL DISEASES, Vol. 23, No. 2, pages 201-206, March, 1939. 


JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA, PA. 




















Social Workers, East Lansing; May 15, Michigan 
Homeopathic Society, Lansing; June 5, Lions Club, 
Howell. Mr. Burns also attended the “State Society 
Nights” at Lenawee and St. Joseph-Cass Counties in 
May. 

* *k * 


Governor Lehman of New York recently vetoed the 
Goldberg bill which provided for a system of compul- 
sory health insurance. In Governor Lehman’s veto 
message he acknowledges the enormous difference 
between compulsory health insurance and unemploy- 
ment insurance. The later exists to alleviate the eco- 
nomic distress enforced idleness imposes, the facts of 
which are more or less clear-cut. Governor Lehman 
explains, “The control and investigation of claims for 
such benefits would require differently trained person- 
nel. The whole organizational structure of the Divi- 
sion of Placement and Unemployment Insurance would 
have to be changed. . .” So, the move to foist com- 
pulsory health insurance upon the State of New York 
through subterfuge failed. 


* * * 


The Van Buren County Medical Society held a 
Clinical Conference at Eagle Lake Hotel near De- 
catur, Michigan, on May 9, 1940, at 10:00 A. M. Dr. 
Arthur C. Curtis, Department of Internal Medicine 
of the University Hospital, Ann Arbor, Michigan, pre- 
sented the Clinical Conference. The topics being “Pep- 
tic Ulcers” and “Cardiac Disease.” 

On May 14, 1940, the May meeting of the Van Buren 
County Medical Society was held at Holly’s Restaur- 
ant in South Haven, Michigan at 6:30 P. M. Drs. G. 
T. Aitkin, Dr. Fred P. Currier, and Dr. W. J. Butler, 
all of Grand Rapids, presented a symposium on “Low 
Back Pain.” This subject was discussed from the 
orthopedic, neurological, and genito-urinary  stand- 
points. 
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“State Society Night” programs were held during 
the month of May as follows: ; . 

At Lenawee County, Adrian, on May 21. Officers of 
the MSMS who were present included Henry R. Car- 
stens, M.D., A. S. Brunk, M.D., of Detroit; H. H. 
Cummings, M.D., Ann Arbor; P. R. Urmston, M.D., 
and L. Fernald Foster, M.D., Bay City, and Wm. J. 
Burns of Lansing. 

At the St. Joseph County meeting on May 22, the 
following officers of the MSMS were present: B. R. 
Corbus, M.D., Grand Rapids; Wilfred Haughey, M.D., 
Battle Creek; R. J. Hubbell, M.D., Kalamazoo; L. 
Fernald Foster, M:D., Bay City; and Wm. J. Burns, 
Lansing. 

The Alpena County Medical Society held its meeting 
on May 29 at Onaway with the following MSMS off- 
cers in attendance: P. R. Urmston, M.D., L. Fernald 
Foster, M.D., and R. C. Perkins, M.D., Bay City; 
Henry R. Carstens, M.D., Detroit and E. F. Sladek, 
M.D., Traverse City. 

At Kalamazoo, on May 21, Wilfred Haughey, M.D., 


Battle Creek, and Mr. J. D. Laux of Detroit, spoke 


on “Michigan Medical Service.” 


* * * 


Among the M.D.s from Michigan who will have a 
place in the Scientific Exhibit at the A.M.A. Conven- 
tion in New York are: F. W. Hartman, Roy D. Mc- 
Clure, J. G. Schnedorf and Victor Schelling of Henry 
Ford Hospital, Detroit; Ruth M. Latham of Detroit; 
Alvin E. Price, Arthur W. Frisch, Jack Rom, Gordon 
B. Myers and Charles E. Lemmon of Receiving Hos- 
pital, Detroit; Charles G. Johnston, James M. Win- 
field and J. Logan Irvin of Wayne University College 
of Medicine, Detroit; Reuben L. Kahn of Ann Ar- 
bor; A. E. Schiller of Detroit; E. S. Gurdjian of De- 
troit; N. F. Miller and Allan C. Barnes of University 
Hospital, Ann Arbor; Icie Macy-Hoobler of Detroit; 
David J. Sandweiss, M. H. F. Friedman, H. C. Saltz- 
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stein and A. A. Farbman of Detroit; Joseph C. Gem- 
eroy, of Henry Ford Hospital, Detroit; and Alson E. 
Braley of Detroit. 

Taking part in the special exhibits are George J. 
Curry, Flint; G. C. Penberthy, James M. Winfield and 
Daniel M. Stiefel of Detroit. 

Appearing on the meeting program are R. D. 
McClure, Detroit; Reed M. Nesbit and Rigdon K. 
Ratliff, Ann Arbor; Carl E. Badgley, Ann Arbor; 
Ward Seeley, Detroit; Bruce Fralick, Ann Arbor; 
Parker Heath, Detroit; Alson Braley, Detroit; V. C. 
Johnson, Ann Arbor; Jerome W. Conn, Ann Arbor; 
F. W. Hartman, Detroit; Russell N. DeJong, Ann Ar- 
bor; Max M. Peet, Ann Arbor; Lowell S. Selling, 
Detroit; Hira E. Branch, Detroit, and John G, Mateer, 
Detroit. al 
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Since 1869 


PURE 
HEALTHFUL 
MINERAL 
WATER 


e Since its discovery in 1869 
“Michigan” mineral water from 
the famous spring at St. Louis, 
Michigan, has won authentic 
endorsement. Pure and health- 
ful, it is one of the few Amer- 
ican alkaline mineral waters 
considered worthy of mention 
in the Encyclopedia Britannica. 


The modern physician will 
recognize in this unusually 
palatable and delicious water 
a normal way to eliminate 
waste. He will find the calcium, 
sodium and magnesium con- 
tent well proportioned. 

Michigan Mineral Water is 
very reasonably priced and is 
available from dealers located 
in the principal cities through- 
out Michigan. It is bottled at 
the spring in 2 quart, sterile, 
green glass containers and in 
5 gallon bottles. 

Physicians are invited to 
write for descriptive literature 
and analyses. 


‘Michigan Mineral 
Water Company 


St. Louis Michigan 
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A DOCTOR SAYS: 

“Tt was worth all I have ever paid 
you to feel that I had trained people 
to look to m the case of such an 
affair. I have only the heartiest of 
thanks for your help.” 
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DENIKE SANITARIUM, Inc. 


Established 1893 




































































EXCLUSIVELY for the TREATMENT 
OF 
ACUTE and CHRONIC ALCOHOLISM 
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Rates Adjusted to 
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1571 East Jefferson Avenue 
Cadillac 2670 Detroit 


A. JAMES DENIKE, M.D. 
Medical Superintendent 
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COUNTY MEDICAL SOCIETY MEETINGS 


Bay County—April 24, Bay City. Speaker: Oliver 
Lohr, M.D., Saginaw. May 8, Bay City: Speaker, 
George J. Curry, M.D., Flint. 

Berrien County—May 1, Bridgman. Subject: “Pneu- 
mococcic Pneumonia.” 

Calhoun County—May 7, Battle Creek. Speaker: 
John F. Renshaw, M.D., Cleveland, O. 

Dickinson-Iron—May 2, Iron Mountain. Program by 
Dickinson-Iron Committee on Maternal Health. 

Ingham County—April 16, Lansing. Speaker: An- 
drew H. Dowdy, M.D., Rochester, N. Y. May 2 was 
the date of the Annual Spring Clinic of the Ingham 
County Medical Society held in Lansing. There were 
190 physicians registered, 86 of whom were from out- 
side of Ingham County. 

Ionia-Montcalm County—May 14, Ionia. Speaker: 
J. T. Bradbury, M.D., Ann Arbor. 

Kent County—May 14, Grand Rapids. Speaker: B. 
R. Kirklin, M.D., Rochester, Minn. May 22, members 
of the Kent County Medical Society were guests ol 
the Medical Arts Pharmacy of Grand Rapids for a 


. “Roman Holiday” incorporating a trip to Detroit, the 


Yankee-Tiger baseball game, a tour of Parke-Davis, 
and a banquet. 

Oakland County—May 15, Buffalo, New York. The 
Oakland County Medical Society invited the Macomb 
County Medical Society to join it in its annual trip to 
Buffalo, New York, for its Annual Spring Clinic, Mil- 
lard Fillmore Hospital. 

St. Clair County—April 23, Port Huron. Speaker: 
E. S. Gurdjian, M.D., Detroit. May 14, Port Huron. 
Speaker: J. Milton Robb, M.D., Detroit. 

Shiawassee County—May 16, Owosso. Subject: 
“County Health Unit.” 

Washtenaw County—May 14, Ann Arbor. Speaker: 
Frederick A. Coller, M.D., Ann Arbor. 

Wayne County—May 6, Detroit. Speaker: H. H. 
Kessler, M.D., Newark, N. J. May 13, Detroit. Speak- 
er: John F. Renshaw, M.D., Cleveland, Ohio. May 20, 
Detroit. Annual Meeting; Election of Officers. 


Jour. M.S.M.S. 
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COUNCIL AND COMMITTEE MEETINGS 


1. Thursday, March 28—Cancer Committee—Porter 
Hotel, Lansing—6 :30 p.m. 

2. Saturday, April 13—Industrial Health Committee 
—Hotel Statler—Detroit—6 :30 p.m. 

3. Wednesday, April 17—Special Committee on In- 
terne Training—Ann Arbor—5:00 p.m. 

4. Thursday, April 18—Executive Committee of The 
Council—Hotel Statler, Detroit—3 p.m. 

5. Thursday, April 18—Committee on Distribution of 
Medical Care—Hotel Statler, Detroit—6:00 p.m. 

6. Sunday, April 28—Syphilis Control Committee— 
Hotel Olds, Lansing—3:00 p.m. 

7. Tuesday, May 7—Maternal Health Committee— 
Hotel Statler, Detroit—12:15 p.m. 

8. Thursday, May 9—Cancer Committee—Michigan 
League, Ann Arbor—6:30 p.m. 

9. Wednesday, May 15—Committee on Distribution of 
Medical Care—Hotel Statler, Detroit—4:30 p.m. 

10. Thursday, May 16—Executive Committee of The 
Council—Wardell Hotel, Detroit—3 p.m. 

11. Tuesday, May 21—lodized Salt Committee—War- 
dell Hotel, Detroit—12:15 p.m. 

xk * * 


CREDIT IS DUE 


The following physicians registered at the 1939 
Grand Rapids Convention on Monday, September 18: 


A. D. Aldrich, Houghton; F. T. Andrews, Bay City; A. L. 
Arnold, Jr., Owosso. 


Louis J. Bailey, Detroit; W. D. Barrett, Detroit; W. E. 
Barstow, St. Louis; Gaylord S. Bates, Detroit; Otto O. Beck, 
Birmingham; Myron G. Becker, Edmore; H. M. Best, Lapeer; 
Andrew P. Biddle, Detroit; T. P. Bishop, Grand Rapids; Fred 
C. Brace, Grand Rapids; D. R. Brasie, Flint; I. W. Brown, 
Kalamazoo; A. S. Brunk, Detroit; C. F. Brunk, Detroit; O. R 
Buesing, Grand Rapids; E. T. Brunson, Ganges. 

A. L. Callery, Port Huron; Don B. Cameron, Grand Rapids; 
Luther C. Carpenter, Jr., Grand Rapids; Henry R. Carstens, 
Detroit; A. E. Catherwood, Detroit; A. W. Chase, Adrian; 
Harrison S. Collisi, Grand Rapids; Henry Cook, Flint; Warren 
B. Cooksey, Detroit; Burton R. Corbus, Grand Rapids; H. H. 
Cummings, Ann Arbor. 


Ernest D’Alcorn, Muskegon; Ernest W. Dales; Luther W. 
Day, Jonesville; T. E. DeGurse, Marine City; J. H. Dempster, 
Detroit; Joe De Pree, Grand Rapids; C. F. DeVries, Lansing; 
Harry F. Dibble, Detroit; Douglas Donald, Detroit; F. 
Doyle, Kalamazoo; Chas. E. Dutchess, Detroit. 

Wm. C. Ellet, Benton Harbor; Paul H. Engle, Olivet. 

Edw. O. Foss, Muskegon; L. Fernald Foster, Bay City; 
Robert H. Fraser, Battle Creek; Guy H. Frace, St. Johns; 
Robert A. Freyling, Grand Rapids; Ralph H. Gilbert, Grand 
Rapids; S. E. Gould, Detroit; Irving W. Greene, Owosso; T. K. 
Gruber, Eloise. 

A. T. Hafford, Albion; Harvey C. Hansen, Battle Creek; 
Robert B. Harkness, Hastings; L. C. Harvie, Saginaw; C. K. 
Hasley, Detroit; Wilfrid Haughey, Battle Creek; John E. Hau- 
ser, Detroit; Leslie T. Henderson, Detroit; Louis J. Hirschmann, 
Detroit; H. Hoffman, Ludington; Martin H. Hoffmann, 
Eloise; T. E. Hoffman, Vassar; J. W. Holcomb, Grand Rapids; 
Roy Herbert Holmes, Muskegon; Harry G. Huntington, Howell; 
W. H. Huron, Iron Mountain; Wm. A. Hyland, Grand Rapids. 

R. C. Jamieson, Detroit; L. J. Johnson, Ann Arbor. 

Joseph A. Kasper, Detroit; C. R. Keyport, Grayling; Paul 

- Kniskern, Grand Rapids; Harold J. Kullman, Detroit. 

Alfred LaBine, Houghton; P. L. Ledwidge, Detroit; W. A. 

Mire, Escanaba; C Lemen, Traverse City; E. M. Libby, 
Iron River; S. L. Loupee, Dowagiac; Henry A. Luce, Detroit. 


G. L. McClellan, Detroit; Allen McDonald, Detroit; j.. Easi 
McIntyre, Lansing; Richard M. McKean, Detroit; John Hunt- 
er McRae, Grand Rapids; H. F. Mattson, Hillsdale; F.C. Mayne, 
Cheboygan; E. H. Meisel, Midland; C. M. Mercer, Battle 
Creek; W. F. Mertaugh, Sault Ste. Marie; A. H. Miller, 
Gladstone; B. J. Montgomery, Sault Ste. Marie; Vernor M. 
Moore, Grand Rapids; Dean W. Myers, Ann Arbor. 

Albert Noordewier, Grand Rapids; R. L. Novy, Detroit; 
Albertus Nyland, Grand Rapids. 

C. W. Oakes, Harbor Beach; E. A. Oakes, Manistee; Richard 
E. Olsen, Pontiac; J. J. O’Meara, Jackson. 

me. C, Penberthy, Detroit; Ralph H. Pino, Detroit; R. C. 
Perkins, Bay City; H Perry, Newberry; K. C. Pierce, Do- 
wagiac; H. W. Plaggemeyer, Detroit; Lunette Powers, Muskegon. 

Torrance Reed, Grand Rapids; F. E. Reeder, Flint; L. P. 
Rennell, Detroit; Wm. S. Reveno, Detroit; A. D. Riker, Pon- 
tac; Philip A. Riley, Jackson; J. M. Robb, Detroit; Mortimer 

Roberts, Grand Rapids; Hugh Robins, Marshall. 

Gilbert B. Saltonstall, Charlevoix; Robert D. Scott, Flint; 
Raymond E. Sculley, Grand Rapids; Henry T. Sethney, Me- 
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E. H. 
ROWLEY —— 


Artificial Limbs and Braces 


ABDOMINAL BELTS 
TRUSSES 
ELASTIC HOSIERY 


Advantages of Model 
Illustrated at the Left 


l. Life like, walks as naturally 
as the human leg. 


2. Durable and serviceable. 
3. Comfort-soft socket. 

4. All ball bearing joints. 
. Automatic knee control. 


5 
6. Hip control belt (Shoulder 
straps no longer necessary). 


7. Sponge rubber foot. 


8. Materials, workmanship and 
fitting guaranteed. 

9. Write or phone us, a repre- 
sentative will call on you. 


gy 30 YEARS SERVICE 
TO THE MEDICAL PROFESSION 


E. H. ROWLEY CO., E.H. ROWLEY CO. 
of Grand Rapids, Inc. 1504 Broadway 
120 S. Division Ss. Detroit 
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Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 

SURGERY—Two Weeks Intensive Course in Surgical 
Technic with practice on living tissue every two 
weeks. General Courses One, Two, Three and Six 
Months; Clinical Courses; Special Courses. . 

MEDICINE—Two Weeks Intensive Course starting Oc- 
tober 7th. Two Weeks Gastro-Enterology _ starting 
October 21st. One Month Course Electrocardiography 
and Heart Disease every month. Two Weeks _Inten- 
sive Course Electrocar mapreaty and Heart_ Disease 
starting August 5th. Four weeks Intensive Course in 
Cardio-Vascular Renal Diseases, Nervous Diseases, Dis- 
eases of Lung Pleura, Pericardium and Gastro-Intes- 
tinal Tract starting August 5th. 

FRACTURES & TRAUMATIC SURGERY—Ten Day 
Intensive Course starting September 23rd. Informal 
Course every week. 

GYNECOLOGY—Two Weeks Intensive Course starting 
October 7th. Four Weeks Personal Course starting 
August 26th. 

OBSTETRICS—Two Weeks Intensive Course starting 
October 21st. Informal Course every week. 

OTOLARYNGOLOGY—Two Weeks Intensive Course 
starting September 9th. Informal and Personal Courses 
every week. 

OPHTHALMOLOGY—Two Weeks Intensive Course 
starting September 23rd. Informal Course every Week. 

ROENTGENOLOGY—Special Courses X-Ray Interpreta- 
tion, Fluoroscopy, Deep X-Ray Therapy every week. 


General, Intensive and Special Courses in 
All Branches of Medicine, Surgery and the 
Specialties. 

TEACHING FACULTY—ATTENDING 


STAFF OF COOK COUNTY HOSPITAL 
Registrar, 427 South Honore St., Chicago, Illinois 
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86c out of each $1.00 gross income 
used for members benefit 

PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


HOSPITAL 


ACCIDENT 
ACCIDEN? } Insurance 





For ethical practitioners exclusively ° 
(50,000 Policies in Force) 


LIBERAL HOSPITAL EXPENSE For 


COVERAGE $10.00 
per year 








$5,000.00 ACCIDENTAL DEATH Por 
$25.00 weekly indemnity, accident and sickness $33.00 
per year 
For 
$66.00 
per year 


For 
$99.00 
per year 
















$10,000.00 ACCIDENTAL DEATH 
$50.00 weekly indemnity, accident and sickness 
















$15,000.00 ACCIDENTAL DEATH 
$75.00 weekly indemnity, accident and sickness 





RADON oso pert 





38 years under the same management 
$1,850,000 INVESTED ASSETS 
$9,000,000 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for pro- 


tection of our members. 
Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


Send for applications, Doctor, to 
400 First National Bank Building Omaha, Nebraska 





address 


ON CORP. 


For details, 


RADIUM AND RAD 


«Ran 
ad An nex 
Marshall Fiel’ ICAGO 

































nominee; L. W. Shaffer, Detroit; George A. Sherman, Pontiac; Jerome F. Berry, M.D., Kalamazoo; Gilbert C. Bishop, M.D., 
E. F. Sladek, T raverse City; Ferris Smith, Grand _ Rap- Almont; Dirk C. Bloemendaal, M.D., Zeeland; Frank A. Boet, 
ids; W. Joe Smith, Cadillac; Carl F. Snapp, Grand Rapids; M.D., Grand Rapids; Alvin T. Bonathan M.D., Flint; Cornelius 
G. Howard Southwick, Grand Rapids; Edward Spalding, De- E. Boone, M.D., Zeeland; Philip P. Bonifer, M.D., Battle 
troit; R. A. Springer, Centerville; Wm. J. Stapleton, Jr., De- Creek; Merlin H. Bowers, M.D., Hillsdale; Charles E. Boys, 
troit; A. E. Stickley, Coopersville; Charles G. Stimson, Eaton M.D., Kalamazoo; Donald R. Brasie, M.D., Flint; Friedrich P. 
Rapids; Oscar D. Stryker, Fremont; Geo. C. Stucky, Charlotte. Brender, M.D., Frankenmuth; George W. Brooks, M.D., Tustin; 
Archibald Thompson, Grand Rapids; Athol B. Thompson, James S. Brotherhood, M.D., Grand Rapids; Jay J. Brownson, 
Grand Rapids; Wm. R. Torgerson, Grand Rapids; Clarence E. M.D., Kingsley; Oscar H. Bruegel, M.D., East Lansing; Henry 
Toshach, Saginaw. J Burrell, ~~ Benton Harbor; Arthur H. Burleson, — 
. oF ] — a me . livet; Jacob H. Burley, M.D., Port Huron; Max R. Burnell, 
7 E. Umphrey, Detroit; P. R. Urmston, Bay City. M.D., Flint; Benjamin B. Bushong, M.D., Traverse City. 
C. K. Valade, Detroit; C. Fremont Vale, Detroit; Harvard J. reans . . > ¢ 1 
Van Belois, Grand Rapids; Vivian H. Vandeventer, Ishpeming. William J. Cameron, M.D., Lansing; Alice F. Campbell, 
R. L. Wade, Coldwater; W. H. Welch. I a M.D., Albion; Melvin E. Chandler, M.D., Flint; Leo F. Chess, 
Wiens Gaal Oc OD hdl zansing; A. . M.D., Reed City; Guy M. Claflin, M.D., Deerfield; Corwin S. 
venger, Grand Rapids; J. A. Wessinger, Ann Arbor; J. M. Clarke, M.D., Jackson; Wilbert T. Claxton, M.D., Britton; 
W halen, Grand Rapids; R. R. Whitten, Ionia; D. Bruce Wiley, Myron W. Clift? M.D., Flint; Raymond R. Cook, M.D., Akron; 
Utica; Harold W. Wiley, Lansing; E. R. Witwer, Detroit; Harrison S. Coillisi, M.D., Grand Rapids; Clifford W. Colwell, 






































M. G. W ood, Hart; Wm. vr. Woodworth, Detroit. M.D., Flint; | ee Cooper, M.D., Port Huron; Burton 
I. V. Yale, Sault Ste. Marie; Gordon H. Yeo, Big Rapids; R. Corbus, M.D., Grand Rapids; Ennis H. Corley, M.D., 
Wm. R. Young, Lawton. Jackson; Keith D. Coulter, M.D., Gladwin; Michael E. Cuncan- 


The above list represents the registration for Monday, Sep- nan, M.D.., Grand Rapids; James E. Curlett, M.D., Roseville; 
tember 18, 1939. The list of those who registered later in the John H. Curtin, M.D., Flint; George J. Curry, M.D., Flint. 
week will be published in succeeding issues of THE JouRNAL. Dean C. Denman, M.D., Monroe; Harold G. DeVries, M.D., 

. Holland; Kenneth W. Dick, M.D., Imlay City; Harold T. Dona- 

~—___.----.--——- hue, M.D., Cass City; Robert S. Drews, M.D., Detroit; Fred 

I: gee _—~ e Lawrence A. Drolett, M.D., a 

ee Ee ae Se ee ae —_— P rec rummond, M.D., Kawkawlin; Cornelius E. Dunn, 

PA ado. serpin Associate Fellowship bs Postgraduate M.D., Detroit; Ruel N. Dunnington, M.D., Benton Harbor; 

-ducation were presented to the following members of Lloyd S. Dunkin, M.D., Greenville; Francis W. Dwyer, M.D. 
the Michigan State Medical Society at the 74th An- Detroit. 

nual Convention of the Michigan State Medical So- Andrew C. Edgerton, M.D., Clio; Nina Maynard Ely, M.D. 

ciety, September 21, 1939. Certificates are awarded to Bay City; Arthur R. Ernst, M.D., Saginaw; Esther L. Eymer, 


i " . : M.D., Saginaw. 
physicians having completed certain specified post- 
















John F. Failing, M.D., Grand Rapids; Ward S. Ferguson, 


gr — medical education sponsored by the Commit- B.D. Grand_ Rapids; Ralph G. Ferris, M.D., Birmingham 
tee on Postgraduate Medical Education - amuel A. Fiegel, M.D., Sturgis; Wells B. Fillinger, M-D., 
gan State Medical Society of the Michi Ovid; Theodore Finkelstein, M.D., Flint; Thomas E. Fleschner, 
an Olé i al . y. M.D., Birch Run; Southard T. Flynn, M.D., Flint; Harold M. 


Herman _F. Albrecht, M.D., Detroit; Retla H. Alter, M.D,  *°% ‘M.D., Portland, 





wr ba ag D. Ames, M.D., Monroe; Karl A. Anderson, Jn MD. B.Galerneau, M.D, Van Dyke: go eR = 
M.D.» Charlotte; Justus J. Austin, M.D., Tawas City. M. Gelenger, M.D., Flint; Benjamin T. Goodfellow, M.D. 





Frederick A. Baker, M.D., Pontiac; Joseph A. Bakst, M.D., Flint; George R. Goering, M.D int; 7, Graham, 
Detroit; Clarence H. Barber, M.D., Grand Rapids; Harry A. M.D., Soom Morris; , , 3 Ge ELD. Manes 
Barbour, M.D., Mayville; Francis W. Bartholic, M.D., Grass Charles A. Groomes, M.D., Bay City; Joseph C. Grosjean, 
Lake; Walter M. Bartlett, M.D., Benton Harbor; William C. M.D., Bay City; Solomon C. Grossmam, M.D., Detroit; Frank 
Behen, M.D., Lansing; Lawrence A. Berg, M.D., Centerville; J. Gugino, M.D., Reese; Isadore H. Gutow, M.D., Flint 


: Jour. M.S.MLS. 
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Ralph Hager, M.D., Manton; Marinus H. Hamelink, M.D., 
Hamilton; Theron W. Hammond, M.D., Grand Rapids; Ear] 
A. Hasty, M.D., Whittemore; James E. Hawkins, M.D., Flint; 
Charles W. Heald, M.D., Battle Creek; William Heard, M.D., 
Pentwater; Philip M. Henderson, M.D., Albion; Henning V. 
Hendricks, M.D., Kalkaska; Colonel R. Henry, M.D., Ferndale; 
Eustace G. Hester, M.D., Saginaw; Glenn C. Hicks, M.D., 
Jackson ; Joseph L. Hoernschemeyer, M.D., Jackson; Awra A. 
Hoyt, M.D., Battle Creek; Wilbur F. Hoyt, M.D., Paw Paw; 
Edward S. Huckins, M.D., Bay City; Clare C. Huggett, M.D., 
Lansing; Henry F. Hughes, M.D., Cambria; Harry G. Hunt- 
ington, M.D., Howell; Franklin P. Husted, M.D., Bay City. 


Harold M. Imerman, M.D., Saginaw; Harry L. Imus, M.D., 
Ionia; John F. Itzen, M.D., South Haven. 


John B, Jackson, M.D., Kalamazoo; Frank D. Johnson, M.D., 
Flint; James H. Johnson, M.D., Hillsdale; Euclide V. Joinville, 
M.D., Detroit. 


Louis L. Kazdan, M.D., Detroit; Guy C. Keller, M.D., Hast- 
ings; Thomas R. Kemmer, M.D., Grand Rapids; Paul W. Knis- 
kern, M.D., Grand Rapids; Harriet A. Knott, M.D., Saginaw; 
Henry P. Kooistra, M.D., Grand Rapids. 


Napoleon F. LaFrance, M.D., Battle Creek; John S. Lambie, 
M.D., Pontiac; Lawrence A. LaPorte, M.D., Giadwin; Louis S. 
Leipsitz, M.D., Detroit; David Lerner, M. D., AuGres; Elmore 
F. Lewis, M.D., Jackson; Lee A. Lewis, M.D., Manistee; Roy 
Cc. Lintner, M.D., Ionia; Edwin G. Low, M.D., Bangor; Fred- 
erick E. Luger, M.D., Saginaw. 


Delbert M. MacGregor, M.D., Flint; John R. MacGregor, 
M.D., Kalamazoo; Harlen H. *MacMullen, M.D., Manistee; 
Fred W. McAfee, M.D., Detroit; Stewart C. McArthur, M.D., 
Mt. Pleasant; John H. McEwan, M.D., Bay City; Oscar Ww. 
McKenna, M.D., Flint; Clyde L. D. McLaughlin, M.D., Ver- 
montville; Fraley F. McMillan, M.D., Charlevoix; Rush Mc- 
Nair, M.D., Kalamazoo; Michael J. Medvesky, M.D., Bay City; 
Harold A. Miller, M.D., Lansing; Harry C. Miller, M.D., Hills- 
dale; J. Duane Miller, M.D., Grand Rapids; John J. Miller, 
M.D., Marne; Samuel L. Miller, M.D., Cheboygan; Frederick 
B. Miner, M.D., Flint; Sair C. Moore, M.D., Cadillac; Keith 
Morris, M.D., Saginaw; Robert J. Morrow, M.D., Lansing; 
Michael R. Murphy, M.D., Cadillac. 


Ward H. Norconk, M.D., Bear Lake; Peter B. Northouse, 
M.D., Grandville; William Northup, M.D., Grand Rapids. 


Daniel J. O’Brien, M.D., Lapeer; Constantine Oden, M.D., 

Muskegon; Kenneth L. Olmsted, M.D., Coldwater; Mark F. 
Osterlin, M.D., Traverse City; Bergein M. Overholt, M.D., 
Battle Creek; Arthur E. Owen, M.D., Lansing; Charles J. 
Ozeran, M.D., Benton Harbor. 


Roy C. Perkins, M.D., Bay City; Clifton W. Perry, M.D., 
Kalamazoo; Kenneth C. Pierce, M.D., Dowagiac; Melvin H. 
Pike, M.D., Midland; Merle D. Pierson, M.D., Detroit; Frank 
A. Poole, M.D., Saginaw; Clarence J. Poppen, M.D., Reading; 
Harry J. Prall, M.D., East Lansing; George R. Pray, M.D., 
Jackson. 

Elmer C. Raabe, M.D., Morenci; Homer A. Ramsdell, M.D., 
Manistee; Albert H. Reisig, M.D., Monroe; William F. Reus, 
M.D., Jamestown; Frank D. Richards, M.D., Dewitt; Emil P. 
Richter, M.D., Saginaw; Vinton J. Rickerd, M.D., Charlotte; 
Herman A. Rigterink, M.D., Kalamazoo; William H. Riley, 
M.D., Battle Creek; Arthur J. Roberts, M.D., Jackson; Charles 
T. Root, M.D., Eckerman; Emil M. Roth, M.D., Grand Rapids; 
Josef S. Rozan, M.D., Lansing; Jacob R. Rupp, M.D., Detroit; 
Dave B. Ruskin, M.D., Wahjamega. 

Susanne M. Sanderson, M.D., Detroit; Joseph N. Scher, 
M.D., Mt. Clemens; Benton A. Schiff, M.D., Flint; Theophile 
E. Schmidt, M.D., Jackson; Paul G. Schrier, M.D., Kalamazoo; 
Royston E. Scrafford, M.D., Bay City; Lowell S. Selling, M.D., 
Detroit; Clinton J. Sevener, M.D., Charlotte; Lester G. Sevener, 
M.D., Charlotte; George W. Slagle, M.D., Battle Creek; Eugene 
C. Smith, M.D., Flint; William A. Smith, M.D., Petersburg; 
Bouton F. Sowers, M.D., Benton Harbor; Irene L. Sparling, 
M.D., Northville; Clarence V. Spawr, M.D., Benton Harbor; 
James A. Spencer, M.D., Flint; Arthur A. Spoor, M.D., Mus- 
kegon; Andrew G. Stanka, M.D., Grand Ledge; William J. Sta- 
pleton, Jr., M.D., Detroit; Duncan C. Stephens, M.D., Howell; 
Robert A. Stephenson, M.D., Flint; Oscar D. Stryker, M.D., 
agg Kenneth Stuart, M.D., Bay City; Ewald C. Swanson, 
M.D., Vassar; Charles M. Swantek, M.D., Bay City. 


pe S. Tarter, M.D., Bay City; Leonard F. Thalner, M.D., 
Jackson; J. Orville Thomas, M.D., North Branch; Athol B. 
Thompson, M.D., Grand Rapids; Edwin L. Thirlby, M.D., Tra- 
verse City; Kenneth W. Toothaker, M.D., Lansing; Lawrence 
C. Towne, M.D., Lansing; Roy DuBois Tupper, M.D., Detroit. 


Paul R. Urmston, M. D., Bay City. 


wn Van Ark, M.D., Eaton Rapids; Edwin Vander Berg, 
M.D., Holland; Jacob A. Van Loo, M.D., Belding; John D. 


Van Schoick, M.D., Hanover; Willard R. Vaughan, M.D., 
Plainwell, 


William H. W acek, M.D., Ironwood; Frank A. Ware, M.D., 
a Dorothy F. W heeler, "M.D. x Saginaw; Joseph B. Whinery, 
Nin.” Grand Rapids; George W. Williamson, M.D., Dundee; 
MD. C. Wilkerson, M.D., Sturgis; Walter H. Winchester, 
EW Flint; Rollin C. Winslow, M.D., Battle Creek; Garrett 
Ch inter, M.D., Grand Rapids; Ernst "A. Wittwer, M.D., Bay 
MD John F, Wixted, M.D., Chesaning; George H. Wood, 

+ Luther; George R. W right, M.D., Montrose. 


Gordon H. Yeo, M.D., Big Rapids. 
June, 1940 


COUNTY AND PERSONAL ACTIVITIES 











LABORATORY APPARATUS 


Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 
Stains and Reagents 
Standard Solutions 


¢BIOLOGICALS- 


Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 


We are completely equipped and solicit 
_your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 











The RUPP & BOWMAN CO, 





319 SUPERIOR ST., TOLEDO, OHIO 








q All worth while laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients. 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 


537 Millard St. 
Saginaw 
Phone, Dial 2-3893 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M. A. 
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WAUKESHA SPRINGS SANITARIUM 











WAUKESHA SPRINGS 
SANITARIUM 


For the Care and Treatment of 
Nervous Diseases 





Building Absolutely Fireproof 





BYRON M. CAPLES, M. D., Medical Director 


FLOYD W. APLIN, M. D. 
WAUKESHA, WIS. 











DETROIT OPHTHALMOLOGICAL SOCIETY 


On January 30, 1940 at the headquarters of the 
Wayne County Medical Society a new Ophthalmological 
Society for Detroit and vicinity was formed. Its 
purpose is the Study and Advancement of Ophthal- 
mology. 


The development of opportunity for continuous edu- 
cational advancement must remain one of the pri- 
mary objectives of the Wayne County Medical So- 
ciety for worthy members of the medical profession 
in this area. Gradually the teaching personnel and 
extensive materials in Wayne County are shaping to 
that end. 


In this new ophthalmological organization is created 
an opportunity to partake and contribute to ophthal- 
mological knowledge by all doctors of medicine who 
do eye work in this area and whose standards of 
practice are acceptable. 


It is fitting that the first president of the organiza- 
tion should be the head of The Department of 
Ophthalmology of Wayne University College of Medi- 
cine—Parker Heath, M.D. Preparation to pass the 
American Board of Ophthalmology is an excellent way 
to systematically lay foundations for practice in oph- 
thalmology, and it is the hope of Dr. Heath that in 
addition to ultimately developing his department at the 
College for undergraduates to the position of second 
to none, that he may develop the Graduate Depart- 
ment by serving the profession with full courses in 
preparation for the American Board. 


It is expected that the associate members will avail 
themselves of the educational opportunities planned by 
the Society, thus qualifying if possible to become active 
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members by passing the American Board on or before 
the expiration of the five-year period. 


There will be five classes of membership as fol- 
lows: 


1. Active members to be elected from those who 
in addition to being members of their county societies 
have been certified by the American Board of Ophthal. 
mology or have practiced medicine many years. After 
1940 only those who have passed the American Board 
will be eligible to actual membership. 

2. The associate members shall be those members 
of the County Medical Societies who in the opinion 
of the Committee on Ethics and Admission shall have 
completed the necessary preparations for ophthalmic 
practice but have not been certified by the American 
Board of Ophthalmology. Associate membership termi- 
nates after a period of five years unless otherwise 
voted by three-fourths of the members of the Society 
in session. 

3. The honorary members shall be those who have 
rendered exceptional service to the Society or who 
are outstanding because of their scientific achievements. 


4. Life members. Any member who for a period 
of twenty-five years has paid such assessments as may 
have been levied by the Society or who has attained 
the age of sixty-five years shall, upon his own appli- 
cation and by the consent of the Committee on Ethics 
and Admission, become a Life Member. 


5. Special members shall consist of those prac- 
ticing specialties, teachers, or research workers closely 
allied with ophthalmology. 

It is fitting that Drs. Don M. Campbell and Walter 
R. Parker by unanimous consent are made Honorary 
Presidents of this organization. Dr. Campbell for 
forty years and Dr. Parker for twenty-seven years 
were the professors of ophthalmology of Wayne Uni- 
versity and of the University of Michigan, respectively, 
and continue in active practice. In the basic principles 
of all our organizations it is an important tenet to 
remember that the foundations for the good things en- 
joyed today were laid by others: 


The officers of The Detroit Ophthalmological So- 
ciety are: 

President—Parker Heath, M.D. 

President-Elect—Ralph H. Pino, M.D. 

Secretary—Leland F. Carter, M.D. 

Treasurer—Cecil W. Lepard, M.D. 

Recorder—Edmond L. Cooper, M.D. 

Chairman of Executive Committee—Don M. Camp- 
bell, M.D. 

Chairman of Ethics and Admissions 
Howell L. Begle, M.D. 

Chairman of Program Committee—Elmer L. Whit- 
ney, M.D. 


Chairman of Committee on Revisions of By-Laws— 
Raymond S. Goux, M.D.—Detroit Medical News, 
February 19, 1940. 


Committee— 





The Doctors’ Protest—“Refusal of the doctors 0! 
forty-one of Michigan’s eighty-three counties to ac- 
cept the fees the State offers for treatment of indi- 
gent patients does not seem to be making much differ- 
ence at the moment. The doctors are still furnishing 
the service free, and so long as they continue those 
needing it will have no cause to complain. ; 

“The governor’s office is reported as thinking well of 
the situation. Emerson R. Boyles, Mr. Dickinset? 
mouthpiece and adviser, has expressed his approve 
with the added remarks that the money on hand wil 
go farther among those who insist on payment. 


Jour. M.S.MLS. 
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“He also said the work is worth more than the state 
allows, and he would recommend it if the money was 
available. 

“All of which directs attention to the unreasonable- 
ness Of a policy pursued by public officials nearly 
everywhere from time to time. The only answer they 
know seems to be cut the remuneration of workers 
whenever economy becomes necessary. Highly placed 
public servants evidently are convinced that those who 
lve by salaries or fees should always be forced to 
arry the entire burden. Anyway, the under-paid clerks 
and such professional people as the state employs are 
the goats. 

“The doctors in this case are being shabbily treated. 
The business amounts to little to them individually, 
however. The ones who will suffer most in the long 
run are the needy sick. Even the doctors who are 
willing to treat them knowing they will get nothing 
for their work can hardly be expected to be as atten- 
tive as they might. Neither will the indigent be so 
ready to summon them, even in extreme cases. 

“The governor would do well to consult his pipe 
line and try to find a remedy.”—Bay City Times, April 
2, 1940. 





* * * 


COUNTY SOCIETY OFFICERS 
Allegan County 


President—C. A. Dickinson, M.D........... Wayland 
Vice President—H. H. Johnson, M. D........Martin 
Secretary—E. B. Johnson, M.D.............. Allegan 
Treasurer—Bert Van Der Kolk, M.D........ Hopkins 
Delegate—O. H. Stuch, M.D.................. Otsego 
Alternate—O. D. Hudnutt, M. D........... Plainwell 
Branch County 

President—F. L. Phillips, M.D.............. Bronson 
Vice President—E. M. Chipman, M.D......... Quincy 


Secretary-Treasurer—H. R. Mooi, M.D...Union City 








THE DOCTOR'S LIBRARY 














Acknowledgement of all books received will be made in this 
column and th’s will be deemed by us a full compensation 
of those sending them. A _ selection will be made for review, 
as expedicnt. 


THE MANAGEMENT OF OBSTETRIC DIFFICULTIES. By 
Paul Titus, M.D., Obstetrician and Gynecologist to The 
St, Margaret Memorial Hospital, Pittsburgh; Consulting 
Obstetrician and ju to the Pittsburgh City 
Homes and Hospital, Mayview, and to The Homestead 
Hospital, Homestead, Pa.; Secretary of The American 
Board of Obstetrics and Gynecology. With 368 Illustrations 
and 5 Color Plates. Second Edition. St. Louis, The C 
Mosby Company, 1940. Price: $10.00. 


The first edition of this book was well received as a 
source of practical advice regarding various obstetrical 
difficulties and Titus has added, in addition to other 
modernizing changes, a very fine section on the relief 
ol sterility. The author emphasizes the fact that he 
S expressing his own preference in undecided issues 













THE DOCTOR’S LIBRARY 





THE COMPLETE 
FISCHER LINE 


H. G. FISCHER & CO. were pioneers in building 
x-ray and electro-surgical-medical apparatus. To- 
day they are one of the largest manufacturers and 
FISCHER apparatus is well and favorably known, 
not only in the United States but around the world. 











The complete FISCHER 
& line includes many models 
of shockproof x-ray apparatus, 
both medical and dental, short 
wave generators, galvanic and 
wave generators, ultra violet and 
infra red generators, other appa- 
ratus, accessories and_ supplies. 
More than 65,000 physicians, hos- 
pitals, clinics and universities in 
the United States insist on 
FISCHER apparatus. 


There is a reason. Every piece of FISCHER equip- 
ment must first of all equal or exceed in performance 
every competing unit, designed for the same purpose, re- 
gardless of price. Second, the unit itself must be priced 
at the lowest point consistent with quality manufacture. 
Performance of all FISCHER equipment is guaranteed. 





Full information on any unit of 
FISCHER apparatus will be sent on 





request, promptly by return mail. Write 
or use post card. No obligation. 


x. ¢ BUNT 


Dealer Representative 


H. G. FISCHER & CO. 


502 Maccabee Bldg. Detroit, Mich. 




















which gives a decidedly personal touch to the book 
somewhat akin to being able to have Dr. Titus’ personal 
advice when trouble comes in an obstetrical case. 


COMPENDIUM OF REGIONAL DIAGNOSIS IN LESIONS 
OF THE BRAIN AND SPINAL CORD. A Concise In- 
troduction of the Principles of Localization of Diseases and 
Injuries of the Nervous System. By Robert Bing, Profes- 
sor of Neurology, University of Basel, Switzerland. Trans- 
lated and edited by Webb Haymaker, Assistant Clinical 
Professor of Neurology and Lecturer in Neuro-Anatomy, 


University of California. Eleventh Edition. With 125 
Illustrations, 27 in Color, and 7 plates. St. Louis, The 
C. V. Mosby Company, 1940. Price: $5.00. 


The first edition of Regional Diagnosis by Bing 
came out in 1909. It was immediately accepted as a 
standard piece of literature. The succeeding editions 
have been favorably accepted. That a book can go 
into eleven editions for over a period of thirty years 
is sufficient recommendation of the worth. In these 
days of brain and nerve injuries from auto accidents 
and from industry, it is very important that a correct 
diagnosis be made early if possible. The volume will 
be found of inestimable value to the general practi- 
tioner as well as to the internist and neurologist. 
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Chemists to the Medical Profession 


THE ZEMMER COMPANY, Oakland Station, PITTSBURGH, PA. 






PRESCRIBE OR DISPENSE ZEMMER 


Pharmaceuticals . . . Tablets, Lozenges, Ampoules, Capsules, 
Ointments, etc. Guaranteed reliable potency. Our products 
are laboratory controlled. Write for general price list. 


MIC 6-40 









